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brand of DISULFIRAM (tetraethylthiuram disulfide) 


“Antabuse” has been tested in more than 25,000 patients 


.. by more than 1,000 investigators... and is covered by 


more than 400 laboratory and clinical reports. 
“Antabuse” offers new bope for the alcoholic by providing 
a valuable adjunct to recognized psychotherapeutic measures. 
A brochure giving full details of therapy 
is available to physicians on request. “Antabuse” is 


supplied in 0.5 Gm. tablets, bottles of so and 1,000. 
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AYERST, McKENNA & HARRISON LIMITED « New York, N. Y. « Montreal, Canada 3 sh 


CAPSULES CHLORAL HYDRATE Felons 


334 gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 

fill the great need for a daytime 
sedative. The patient becomes tranquil et 
and relaxed yet is able to ae 

maintain normal activity. 


DOSAGE: One 3% gr. capsule three 
times a day after meals. 


7'/, gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE - Fellows 


Restful sleep lasting from five to 
eight hours. ‘‘Chloral Hydrate produces 
a normal type of sleep, and is 

rarely followed by hangover.”’* 
, , Pulse and respiration are slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
patient can be easily and completely 
aroused .. . awakens refreshed.*** 


AVAILABIE: 


CAPSULES CHLORAL 
HYDRATE — Fellows 


3% gr. (0.25 Gm.) 
BLUE and WHITE 


CAPSULES 
bottles of 24’s DOSAGE: One to two 712 gr., or two to 
100’s four 3% gr. capsules at bedtime. 
7% gr. (0.5 Gm.) 


BLUE CAPSULES 
bottles of 50’s 


EXCRETION—Rapid and complete, therefore 
no depressant after-effects.’* 


Professional samples and literature on request 


MEDICAL MEG. CO. INC. | pharmaceuticals since 1866 
Fhavmaceuli 26 Christopher St., New York 14, N. Y. 


Hyman, # by ' ated Practice of Medicine (1950) 
ol A bourse in Practical (1948 
Good A.: The Pharmacological Basis 


deny, and printing, 1953. 
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and Orugs, 14th ed. (1947) 
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Creating 


attitude... 


optimism and cooperation 


are encouraged by 


ethedrine 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
will be 


sent on Bottles of 100 and 1,000 
request 


‘Methedrine’ brand Methamphetamine Hydrochloride, 
5 mg., Compressed, scored 


Bcccoushs Wellcome & Co. (U.S.A.) Inc. Tuckahoe 7, New York 
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control 


Luminal and Luminal Sodium — time-tested, effective dampers of cortical 
over-activity — control emotional turbulence, restlessness and 


hyperirritability promptly and for prolonged periods. 


FOR ORAL USE: 
. LUMINAL SODIUM 

Tablets 16 mg. (% grain); 32 mg. (% grain) and 0.1 Gm. (1% grains), 
. LUMINAL (Phenobarbital) 
Tablets 16 mg. (1% grain); 32 mg. (4% grain) and 0.1 Gm. (142 grains). 
Elixir (14 grain/teaspoonful), bottles of 354 cc. (12 fl. oz.) 

and 3.785 liters (1 U.S. gallon), 


FOR PARENTERAL USE: 
. LUMINAL SODIUM 
Hypodermic tablets of 65 mg. (1 grain), bottles of 50 and 500, 
for subcutaneous or intramuscular injection; Powder, ampuls 
of 0.13 Gm. and 0.32 Gm. (2 grains and 5 grains), for subcutaneous, 
intramuscular and (exceptionally) intravenous injection; 
Solution in propylene glycol, ampuls of 2 cc. (0.32 Gm.,5 grains), 
} Ampins — sterile, disposable injection units of 2 cc. (5 grains) 
and 10 cc. vials (2% grains/cc.), for intramuscular injection only. 


is 


THE PIONEER BRAND OF PHENOBARBITAL SODIUM 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


® 
SODIUM 


New Yorn 18, N.Y. Winosor, Ont 
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“of decided benefit in 


the management of 
the postalcoholic state” 


The effect of oral Tolserol in 50 alcoholic patients* 


No change or condition worse. 
Some but not all symptoms and signs absent within 48 hours. 
All symptoms and signs absent within 48 hours. 


GASTROINTESTINAL TREMOR SUBJECTIVE 


Number of patients 


*Herman, M., and Effron, A. S.: Quart. J. Stud. Alcohol 12:261 (June) 1951. 


Tolserol 


(Squibb Mephenesin) 
Tablets, 0.5 and 0.25 gram. Bottles of 100. 
Capsules, 0.25 gram. Bottles of 100. 
Elixir, 0.1 gram per cc. Pint bottles. 
Intravenous Solution, 20 mg. per cc. 50 and 100 cc. ampuls. 
Tolserol With Codeine Tablets, 0.5 gram Tolserol and 1% 
grain codeine svlfate. Bottles of 100. 


‘TOLSEROL’ IS A REGISTERED TRADEMARK OF E.R. SQUIBB & SONS SQUIBB 
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"THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


RESEARCH RESULTS: 


Continuing laboratory research has led to the development of Model CW47C. 
This advanced, clinically-proven electro-stimulator possesses great calibration 
ruggedness which makes possible its use as a diagnostic measuring device. 
Model CW47C provides the full strength required for convulsive, non- 
convulsive and stimulative therapies, with increased convulsive efficiency 
and smoothness. Fully adequate for focal treatment. 


No. 2 or B MACHINE (Model CW47C) 


fer «1. Convulsive therapy—Full range 


2. Focal treatment: unilateral or bilateral convulsions 
3. Treatment of neurologic syndromes 

4. Non-convulsive therapies 

5. Barbiturate coma and other respiratory problems 


® increased efficiency of convulsive currents, clinically-proven, 
producing a convulsion so very soft as to be almost unnotice- 
able to the touch, and without epileptic outcry. 


focal treatment eliminates backward arching of spine during 
seizure. 


therapeutic effect by means of specific LOW CURRENTS. 


® respiration is forced and controlled by current stimulation 
during, and at end of seizure. 


memory defect, physical thrust, apnea, etc. avoided. 
special electrodes avoid use of jelly. 


advanced, clinically-proven techniques as described in litera- 
ture and text books. 


OTHER MODELS: 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


OVER 100 REFERENCES IN LITERATURE AND TEXT BOOKS— 
Bibliography and literature on request 


REUBEN REITER. Se.D. 


(38 WEST 48th STREET, ROOM 606, NEW YORK 36, N. Y. 
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G & S Books for the PSYCHIATRIST 


A HISTORY OF PSYCHOANALYSIS IN AMERICA 
By CLARENCE P. OBERNDORF, M.D. 
Every psychiatrist who would know the roots of analytic therapy will want to read this 
absorbing and detailed record. Written with the vitality of history lived, drawn from 
the author's intimate experience of significant events, it traces American psychoanalysis 


from inception to present status, providing an invaluable background to practice. 
(288 pp., $5.00) 


BASIC PROBLEMS IN PSYCHIATRY 
Edited by JOSEPH WORTIS, M.D. 
In this volume, Dr. Wortis has invited six outstanding spokesmen for distinctive view- 
points to discuss, in the light of their varied and rich experience, a number of basic 
concepts and approaches to the increasingly more complicated problems of psycho- 
therapeutic practice. Among the contributors are Drs. Benjamin Pasamanick, W. 
Horsley Gantt, and Paul H. Hoch. (192 pages, $4.50) 


DEPRESSION 
Edited by PAUL H. HOCH, M.D., and JOSEPH ZUBIN, Ph.D. 
To be published shortly, this latest volume from the American Psychopathological 
Association is another stimulating symposium on an urgent topic. The 25 contributions 


discuss, variously, diagnosis, treatment and associated problems in clinical practice. 
(about 300 pp., about $5.50) 


THE TECHNIQUE OF PSYCHOTHERAPHY 
By LEWIS R. WOLBERG, M.D. 


The author’s long-awaited book on the actual techniques of therapy is to be published 
shortly. Emphasizing the procedures which have been found successful, it describes and 
discusses these in careful detail, with case examples. As a reference for the practi- 
tioner, it is authoritative and complete; as a iext, well organized, clear and to the 
point. (about 850 pp., about $12.00) 


TWO STANDARD WORKS 


DEMENTIA PRAECOX MANIC-DEPRESSIVE PSYCHOSIS 
Second Printing, 471 pp., $10.00 318 pages, $9.75 
By LEOPOLD BELLAK, M.D. 


Both these volumes contain valuable discussions of work done in the recent 
past in both these diseases. Extensive bibliographies are provided. 


ORDER NOW—On Approval 


Oberndorf ($5.00) Name 
0) Wortis ($4.50) 

0 Hoch, Zubin ($5.50) Address 
Wolberg ($12.00) 

[] Dementia Praecox ($10.00) 


Manic-Depressive ($9.75) > 
C1 Check enclosed cesh GRUNE & STRATTON, INC. 


[] Charge my account 


381 Fourth Avenue New York 16, N.Y. 
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“Versatile”... 
“Most useful”... 


“Drug par excellence” 


For the production of narcosis, “Amytal 
Sodium’ is the most useful of the barbitu- 
rates. With it, the physician can obtain 
prompt and prolonged narcosis in psychiatric 
patients or produce a controlled hypnosis for 
psychological study. ‘Amytal Sodium’ is also 
useful to restore the normal sleep cycle in 
acute excitement, to avert exhaustion states 
associated with acute toxic symptoms, and 
to prevent convulsions during shock therapy. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U. S. A. 


A 2-cent postal card with your signature 
will bring you the latest revision of the 
forty-eight-page booklet Therapy with the 
Barbiturates. May we send you a copy? 


AMPOULES AND PULVULES 


(AMOBARBITAL SODIUM, LILLY) 
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LETTER FROM PERU 
HONORIO DELGADO, M. Lima, Peru 


It is especially pleasing for me to initiate 
my collaboration in The American Journal 
of Psychiatry with this letter. I consider ade- 
quate to comply with the kind invitation of its 
Editor with a brief discussion of the orienta- 
tion and principles that govern the teaching 
of psychiatry in the National Major Uni- 
versity of San Marcos (Universidad Na- 
cional Mayor de San Marcos). The special- 
ized treatment of mental patients was started 
in Peru 4 centuries ago. The hospital of San 
Andrés of Lima, built in 1552, included with 
that purpose a section called “Loqueria” 
(madhouse). The above-mentioned univer- 
sity was founded by the Emperor Charles V 
in 1551. But the teaching of psychiatry as an 
independent course began only in the present 
century, in the year 1916. Before this date 
mental pathology was a part of the course of 
legal medicine. The first professor of psychi- 
atry was Dr. Hermilio Valdizan who died in 
1929. He studied the specialty in Europe as 
a pupil of Sante de Sanctis. 

The undergraduate medical studies in Peru 
are carried out in 7 years, which are pre- 
ceded by 2 years of premedical instruction. 
After completing 5 years of high school the 
students take 9 years of university courses: 
2 in the Faculty of Sciences (one in each of 
the 4 National Universities in Peru) and 7 
years in the Faculty of Medicine of the Uni- 
versity of San Marcos, which is the only one 
to have a medical school. The last year of 
training is' exclusively devoted to internship 
duties. 

We do not have regular graduate instruc- 
tion. Physicians who wish to specialize in a 
given discipline do so by working in the hos- 
pital services with or without official connec- 
tion with the teaching staff or travelling to 
foreign countries with fellowship appoint- 
ments or on their own means. Previously 
most of them sought training in Europe; 
lately the United States has been a more fre- 
quent choice. 


1 Professor of Psychiatry, Faculty of Medicine, 
University of San Marcos, Lima, Perit. 


Psychiatry is taught as an annual course in 
the sixth undergraduate year, with 3 weekly 
lectures, one of these including a clinical con- 
sideration of a patient. In addition, the stu- 
dents divided in small groups spend 2 hours 
in the mornings in psychiatric wards or dis- 
pensaries, 

From the beginning the teaching of psychi- 
atry has been closely connected with that of 
general medicine. Valdizan and I have striven 
to avoid the consideration of mental disorders 
as an isolated specialty, but rather as part of 
the training of the future practitioner. Such 
orientation has made possible the establish- 
ment of medical psychology and psychoso- 
matic medicine as regular courses in the Fac- 
ulty of Medicine. The first one is given in 
the preclinical period and the latter, which for 
some time was considered as a complement of 
physical diagnosis, is today connected with 


the internship work. 


The fundamental idea we support in the 
psychological interest of the somatic patient 
is the difference and reciprocal relationships 
between the ailment and the illness. We con- 
sider as illness, in its strict sense, the organic 
alteration of the body, caused by an infection 
or other pathogenic agents; and we under- 
stand by. ailment the suffering motivated by 
the feeling of being ill. The concept of ill- 
ness corresponds to an objective fact, and 
that of the ailment to a subjective experience 
in which the emotional factors have a con- 
siderable part. These emotions, particularly 
fear and anxiety, play the main role in the 
repercussion of the ailment upon the illness. 
Theoretically, the illness is produced by the 
influence of external factors (infections, 
toxic, traumatic, etc., agents), and with the 
intervention of internal factors (hereditary 
and acquired constitution, evolutionary crisis, 
condition of less resistance, etc.). The ail- 
ment, on the other hand, develops in relation 
with the harmful situations and experiences 
of the subject. It is obvious that in the con- 
crete reality the facts cannot be easily related 
to the interplay of these dynamically linked 
series, the causal-somatic and the psycho- 
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genic. But its analysis, as far as it is possible, 
is essential for the formation of a criterion 
that will be fair, both to the somatic and the 
psychic aspects of the patient. 

The second main characteristic of the ori- 
entation we give to the teaching of psychiatry 
is the division of the course into 2 parts. Dur- 
ing the first semester the student is instructed 
in psychopathology. The abnormalities of the 
various functions are considered starting 
with those most easily isolated and finishing 
with the most complex. Special importance 
is given to the abnormalities that constitute 
symptoms of mental illness, and to the rela- 
tionship of the psychic states and dynamics 
to the mission of the physician in all kinds of 
patients, in addition to those strictly psychi- 
atric. Thus the first part of the course serves 
to prepare the student in the systematic 
knowledge of the psychic deviations and in 
the methodical task of penetrating into 
another’s mental realm, getting acquainted 
with its content and structure. It is a dis- 
cipline that is scientific, as normal psychology 
(familiar to the student since the years of 
premedical instruction), and practical, es- 
timating the symptomatic significance of the 
abnormalities: a sort of psychiatric pro- 
pedeuctics. 

The second semester is devoted to special 
psychiatry, that is to the different illnesses— 
psychosis (exogenous and endogenous), ab- 
normal psychic dispositions (oligophrenia, 
abnormal personalities and psychosexual ab- 
normalities), and abnormal psychic reac- 
tions (neurosis and other reactions and de- 
velopments). We give special importance to 
the neuroses. The course concludes with a 
relatively ample discussion of psychotherapy 
and with some fundamental notions concern- 
ing mental hygiene and forensic psychiatry. 

It is understood that the instruction is so 
graduated that it meets the requirements of 
the preparation of general practitioners, but 
in such a way that they have ample, precise, 
and practical information enough to diagnose 
and treat the light cases, referring the others, 
after a tentative diagnosis, to the specialists. 

The third main characteristic of our teach- 
ing is the importance given to the phenome- 
nological method. We consider that in psy- 
chiatry, as well as in any other field of science 
and art, the fundamental point is the recogni- 


tion, as complete as possible, of the facts and 
as clear and accurate description as feasible. 
The ideal is to understand the palpitating 
reality of the patient, the way in which he 
lives in it and its phenomenal structure, and 
the effective ties with the rest of the con- 
scious activity of the subject. Without this 
conception one lacks the factual and essential 
base for the proper estimation of the total 
psychic disorder and the personality of the 
patient. 

It seems to us that the phenomenological 
precision is necessary and basic to a knowl- 
edge of both the dynamic and the genetic 
process of the psychic disorder. Extracon- 
scious factors of biological or psychological 
nature, or both, intervene in such process. In 
consequence, its interpretation means the in- 
troduction of suppositions or hypotheses. It 
becomes evident that in order to interpret a 
process it is necessary to define previously the 
nature of the phenomena with which the 
process manifests itself. Also it is necessary 
to distinguish the process of succession of the 
psychic phenomena in their patent ensemble 
from the process in which the phenomena do 
not show an evident link. In the first case we 
understand the flow and the configuration of 
the experience and conduct; in the second 
case we do not understand but we explain 
them, either with psychological, biological, 
or physio-psychological hypotheses. 

Finally, in teaching we follow the principle 
of the greatest possible siraplicity in the mat- 
ter of interpretation. We are convinced that 
for the discovery of the truth the abuse of 
doctrines is as pernicious as a gross empiri- 
cism. Thus, although we initiated in Lima the 
psychoanalytic movement, we avoid explana- 
tions with the mechanisms and complexes 
when their application is not really plausible. 

We let the students know the different psy- 
choanalytical theories and the corresponding 
psychotherapeutic methods. But we explain 
to them the existing differences between the 
discoveries and effective findings of Freud 
and his pupils and the uncritical doctrinaire 
generalizations lacking foundation. Likewise, 
with regard to the genesis of the psychic dis- 
orders we accept not only the influence of the 
social and physical environment, but also the 
causative role of the conditions related to 
constitution and heredity. The finding of one 
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kind of influences does not mean the lack of 
action of the others. Both are effective in all 
sorts of mental disorders, but the endogenous 
factors are of prime importance in the devel- 
opment of psychosis, and the exogenous fac- 
tors have a similar significance in the prov- 
ocation of psychoneurosis. Freud himself, 
especially in his first studies, accepted the 
power of heredity in all the neuroses. 

In summary, in Peru we try to reach in 
the teaching of psychiatry an objective and 
critical knowledge, avoiding the extremes, 
equally false, of psychologism and organi- 


cism. The understanding of the limits of our 
present knowledge and the visualization of 
the everyday problems of clinical work con- 
stitute the most powerful stimulus for re- 
search, and this is attracting a constantly in- 
creasing number of our young psychiatrists. 

In concluding this letter, in which I have 
endeavored to present the teaching aspect of 
our efforts, it is a pleasure to express to the 
Editor my sincere appreciation for extending 
to me the kind opportunity of approaching 
the readers of The American Journal of 
Psychiatry. 
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Psychotherapy has been so variously and 
curiously conceived that were I merely to re- 
view its protean definitions I would spend 
my allotted time in tuning my instrument 
and running arpeggios rather than in sound- 
ing new themes and developing their impli- 
cations. Nevertheless, certain recognizable 
chords have to be struck if only to assure 
everyone that we are in the same familiar 
concert hall. Thus, psychotherapy has been 
limited to “any process that leads to the es- 
tablishment of insight in the patient”—in- 
sight, of course, representing that mutually 
happy state in which the patient professes ac- 
ceptance of the current formulations of his 
therapist. This definition, when held by quite 
different schools of psychotherapy, has led 
to rather militant clashes among the various 
divisions of therapists and patients, each 
under the banner of a different set of eternal 
verities. Unfortunately, the melee has been 
rendered all the more confusing by the dis- 
quieting paradox of patients who had sup- 
posedly achieved the various brands of daz- 
zling understanding, yet were pathetically 
unable to apply this wisdom to the solution 
of their personal problems. Occasionally, in- 
deed, such patients seemed to cruise about 
submerged in oceanic depths of “ingight” and 
in touch with external reality only by a thin 
throatful of air—a cordition one of my ir- 
reverent colleagues has aptly termed status 
schnorkelis. On the other hand, a disconcert- 
ing number of patients who for various rea- 
sons (including sheer ennui) had broken off 
their therapy before plumbing such uncon- 
scious deeps have nevertheless proceeded to 
lead happy and useful lives, often quite ir- 
rationally grateful to their therapists. 

Such considerations multiplied manifold in 
time and space led me nearly a decade ago to 
relinquish the phantom of verbal “insight” as 
merely a narcissistic projection of the thera- 


1 From the Department of Nervous and Mental 
Diseases, Northwestern University. 

Condensed from the presidential address to the 
Illinois Psychiatric Society, May 27, 1953. 
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pist’s own intellectual brilliance, focused on 
the patient purportedly to illuminate his path, 
but really casting shadows that as often con- 
fuse and mislead him. Instead, in my book 
on the subject, I defined psychotherapy as any 
procedure available to the ethical practitioner 
that helps the patient become happier, more 
creative, and better adjusted in his familial 
and social milieu. This definition seemed 
operational, pragmatic, and inclusive enough 
—and yet it too had its defects. For instance, 
it was pointed out by my materialistically 
minded friends that, since the “mind” could 
only be sensed as body in action, the term 
psyche in psychotherapy was redundant and 
all psychiatric treatment really consisted of 
influencing the body, ultimately by chemical 
or physical means, to change its modes of ac- 
tion and adaptation. With this stricture we 
can all agree—providing that the “indirect 
means” referred to be recognized to include 
the processes of reciprocal communication 
and induced experience implicit in all forms 
of psychotherapy. In this sense, the confident 
manner of the physician before he pushes 
the electroshock switch, the kindly libations 
and ministrations of the nurse who once 
again leads the patient out of awesome ob- 
livion, or the priestly gown, ritual, and reti- 
nue of the lobotomist before and after the 
patient’s cerebral immolation—or for that 
matter, the proper diploma and the hagiolat- 
rous picture or bust of Freud in the analyst’s 
office—are all as physiologically pertinent as 
are the direct or indirect physiochemical ma- 
nipulations they precede or follow. 

Here, then, we seem to have come full 
circle, and to have arrived once more at the 
point of recognizing how deeply attitudes, 
concepts and wishes resonate with that in- 
ternal economy of the body we call physi- 
ology and that external economy we call be- 
havior. But, possibly our argument has not 
been circular but rather spiral; perhaps we 
have arrived at a higher dialectic in the ad- 
mission that it is precisely these somatically 
determinative attitudes, concepts and wishes, 
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however “fantastic” or “unrealistic,” that lie 
at the very core of all therapy. To continue 
this antithetical progression, let us examine 
the direct opposite of the usual concept that 
psychotherapy is based upon the dissipations 
of misconceptions and the recognition of 
some favored system of putative “truths.” Is 
it possible, instead, that psychotherapy actu- 
ally consists in the re-establishment of certain 
delusions necessary to all mankind? Is it 
conceivable that these protean and all-em- 
bracing delusions are so essential in protect- 
ing us against harsh reality that existing 
without them would be as excruciatingly un- 
bearable as existing without our skin? 


Man’s ULTIMATE DEFENSES AGAINST ANX- 
1ETY—His Ur-DELusIons 


Those of us assigned by well-courted fate 
to teach what we do not ourselves quite un- 
derstand often experience the delight of hav- 
ing our students help us part way out of our 
doubts and perplexities. Such aid was granted 
me some years ago when, after a series of 
lecture-seminars on the so-called mechanisms 
of ego-defense, I was forced to admit on 
pointed cross-questioning by an intelligent 
group of psychiatric residents that our stand- 
ard list of ego-defenses was not only unneces- 
sarily discursive and vague, but also unsatis- 
fyingly superficial. Thus cornered, I re- 
sorted to a hoary pedagogic escape: playing 
Socrates questioning the gods (1.e., ante 
hemlock) I reversed the field of play by ask- 
ing my confreres, as trained and thinking hu- 
man beings, to join with me in formulating a 
better list—one that might have evolutionary, 
as well as contemporary modal, validity. In 
brief, my query ran about as follows: Con- 
sider puny man, blessed with almost bound- 
less imagery, but cursed since Paleolithic 
times with an intelligence that perceives about 
him a vast, chaotic, infinitely threatening uni- 
verse ready at any moment to harm or de- 
stroy him. What basic defenses can—nay, 
must—he evolve, else suffer from anxiety so 
deep and pervasive that life would be intoler- 
able? 

I shall not here detail the development of 
our peripatetic discussions ; I need only say 
that over a period of years in which I re- 
peated this experiment in group-introspective 
pedagogy with succeeding classes of students 


the same significant answers welled up. In 
brief purview, these were to the effect that 
at least 3 basic processes are as essential to 
man’s “psychic” economy as, to quote a phys- 
iologic analogy, independence of motility, res- 
piration, and nutrition are necessary to the 
maintenance of his “bodily” integrity. These 
three psychologic maneuvers, in fact, consti- 
tute what may be called the Ur-defenses of 
man. Each of the 3 is contrary to the bitter 
evidence of our senses, and may therefore be 
called “wishful,” “fantastic,” or indeed “de- 
lusional”—and yet each is an article of faith 
so universal as to approach all that man can 
know of truth—namely, what he believes by 
common consent. Let us now examine each 
of these curiously unrealistic, paradoxical 
but ubiquitous, Ur-defenses of man individ- 
ually as to its origin, its nature, and indis- 
pensability, and finally its pervasive role in 
therapy. 


THE DELUSION OF INVULNERABILITY AND 
IM MORTALITY 


The first of these delusions is essentially 
simple: it denies danger and death categori- 
cally by affirming man’s triumph over both. 
To the encroaching threats all about him man 
pledges himself a silent reassurance: “Noth- 
ing can really hurt me. I am inviolate!” 
Then, expressing this in strident heroics, he 
climbs earth’s mountains or explores her 
wastes and her deeps; he flies faster than 
sound; he tames or kills, his larger animal 
enemies and brews potions to control his 
microscopic ones and, in what may be his 
final Promethean challenge, he has even es- 
sayed to tamper with the cataclysmic forces 
of the atom. True, each hollow but resound- 
ing triumph opens new vistas of danger, but 
then man can always raise the suicidal banner 
of “Excelsior !,” never daring to question his 
belief that the direction is ever onward and 
upward toward universal mastery. 

To this delusion of invulnerability the phe- 
nomena of individual death would seem to be 
an incontrovertible and final corrective—but 
here too, man’s needs and ingenuities (not 
to say his ingenuousness) have evolved an 
effective answer. To begin with, no man can 
really conceive of his own death, for the sim- 
ple reason that he has never “really” experi- 
enced it. Sleep, coma, oblivion, yes, but 
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always with a subsequent awaking—a phe- 
nomenon epitomized in the universal belief 
in some form of resurrection for those who, 
though they have gone back to rest in the 
womb of earth, will yet rise to life everlast- 
ing. Nor is man content with anticipating 
this merely ethereal reincarnation; here on 
earth, too, his influence must remain. One of 
his techniques for assuring this is to leave an 
“attested will”—a curious term derived from 
a frank custom almost universal among our 
Roman-Gothic ancestors of taking the most 
solemn oaths upon their most cherished and 
demonstrably immortal of possessions—their 
testicles. Thus each man’s success is con- 
tinued by his “successors,” and his “will” 
pre-empts control of his property through 
endlessly successive generations. And even 
when children are not forthcoming, men still 
believe that their “name”—and therefore 
themselves—will be immortalized in other 
ways, if not in their imperishable works of 
art or of science, at least in their preserved 
bodies or in their indestructible granite 
monuments. Thus the Pharaohs saw to it that 
their own august persons, duly and eternally 
mummified after the soul temporarily “passed 
on,” were placed in ageless pyramids so that 
they would have a permanent base of opera- 
tions here on earth as well as in the land of 
Ra. This we now call ancient superstition— 
and yet Jeremy Bentham, the apotheosis of 
all current “atheism” and “rationalism,” like- 
wise decreed in his will that his embalmed 
head should preside forever at all meetings 
of the Council of the University of London, 
else by posthumous influence he would “dis- 
inherit” that institution. And so also the 
humblest of us strives for actual continuity 
of flesh and blood through progeny, for en- 
during fame and power, or at least for a 
name carved on headstone marble to be (sic) 
“venerated” by all within reading distance. 
But at this point even the more patient of 
my auditors may begin to recall wistfully 
that, whereas the title of this dissertation had 
reference to delusions, it also mentioned 
something about psychotherapy. Let us there- 
fore deal immediately with how the first of 
our Ur-defenses—the delusion of personal 
immunity and immortality—bears intimately 
on all forms of therapy. Immediacy is possi- 
ble, but comprehensiveness is not ; indeed we 
can here merely touch upon a few of the in- 


finitely numerous and complex ways in which 
this defense molds the beliefs and fashions 
the techniques of both therapist and patient. 
Here is an inadequate sampling : 

First, we may consider the amazing variety 
of therapeutic techniques which at first sight 
seem to have nothing in common but their 
inexplicable, even though partial, effective- 
ness. Physicians throughout the ages, in 
their own attempts to assert empiric mastery 
over the unknown, have treated their patients 
with bloodletting, purgation, suction-cupping, 
drugging, local or general broilings or freez- 
ings, the induction of convulsions, the re- 
moval of tonsils, colons, adrenals, or other 
organs, and the production of greater or 
lesser injuries to the central nervous system. 
And patients, apparently likewise motivated 
by a desire to meet and master such chal- 
lenges, have avidly submitted themselves to 
these ordeals and asked for more—as did an 
anxiously brave patient of mine who after 37 
terror-inspiring and ineffective CO, comas 
administered by a general practitioner as a 
“new cure for nervousness,” had insisted she 
be given the full course of 70 else she could 
never forgive herself “for having failed to 
exploit the full possibilities of the treatment.” 
In effect, we can never judge the inherent 
validity or effectiveness of any form of ther- 
apy, whether it be dianetics, hypnosis, or 
electroshock, simply by the number of people 
who, having explored and withstood it, report 
that they feel much better: so does anyone 
after surviving any trial of his strength or 
threat to his integrity. In fact, perhaps the 
most seductive of the many delusions of 
knowledge and power that tempt us as physi- 
cians springs from our patients’ avidity for 
almost any procedure that we can devise or 
prescribe, and for their wishful assertion that 
they have been benefited by it. If I may be 
allowed another presidential privilege—that 
of coining at least one new word during a 
term of office—I might call this the phe- 
nomenon of iatrophilia, and place it among 
the many folies 4 deux which becloud the re- 
lationships between physician and patient. 

But are we psychologists and psychothera- 
pists immune to such sins of power and 
pride? Unfortunately, we are not—it hardly 
needs a glance at the bitter divisions and re- 
criminations among us to disclose how hu- 
man we are in this respect. True, as we shall 
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see later, the very urgency of our own faiths 
in our several systems may in itself be deeply 
reassuring to patients who come to us seeking 
certainties, however spurious, in this uncer- 
tain world. Nevertheless, if we define a sci- 
entist as a man who, in addition to his other 
irrational faiths, believes also in (a) his own 
critical faculties and (b) the delight of dis- 
covering those subtle correlations among dis- 
parate concepts which constitute the essence 
of both science and humor—then we can also 
act as scientists as well as therapists and cast 
a reflective eye upon our own thinkings and 
doings in both capacities. 

Let me illustrate this by a story that in- 
volves what Bacon would have called one of 
our Idols of the Marketplace—the current 
adoration of a Janus-faced concept called 
Psychosomatic Medicine. The worship of 
this idol is, as we well know, conducted in 
dedicated meetings of the faithful and ac- 
cording to a somber litany composed chiefly 
of resounding and felicitous ambiguities. 
Please do not misinterpret my serious senti- 
ments in this sphere ; during 20 years of re- 
search I myself have been seeking to clarify 
the principles that simultaneously apply to 
both external and internal (1.e., “psycho- 
somatic”) behavior, and my own first and 
still incompletely regretted contribution to 
psychoanalytic literature concerned an in- 
vestigation of what might be called the bio- 
dynamics of anorexia nervosa. Yet during 
the past decade I have watched the increas- 
ing concern the development of what ap- 
peared to be quite another form of “psy- 
chosomatics,” namely, the derivation of seem- 
ingly specific “profiles” and “psychodynamic 
formulae” for quite nonspecific and variable 
disorders of total function. In many such 
exercises it seemed to me that little more had 
been done than select some particular facet 
of everyone’s experience, utilize an inex- 
haustibly free-wheeling but unprecise vocab- 
ulary of terms, and thus derive some “psy- 
chosomatic formula” or other whose accept- 
ance depended on its superficial plausibility 
and the impossibility of determining its va- 
lidity, its relevance, or even its meaning by 
any truly objective clinical or experimental 
test. Some time ago, when I was particularly 
bemused by this problem, I was, of all people, 
invited to lecture before a group of internists 
on the general topic of psychosomatic medi- 


cine. I accepted, in the hope that I could 
share my tribulations with my audience and 
that in this manner we might once again ap- 
proach a clearer understanding. Let me here 
recount briefly the story of that lecture and 
its almost incredible denouement. 


THE PSYCHOSOMATIC PROFILE OF AN IN- 
GROWN TOENAIL 


I began my quite informal talk by pointing out 
that the Cartesian riddle of a trilogy of spirit, mind, 
and body acting upon each other respectively 
through the soul and the pineal gland had been re- 
solved in logical positivist metaphysics by regarding 
such distinctions merely as differently conceived 
parameters of the same phenomenology, the “ulti- 
mate” nature of which was scientifically indetermi- 
nate. Thus also in medicine, it was not a question 
of the interaction of “psyche” and “soma,” but of a 
simultaneous study of all determinable aspects of 
external and internal behavior—a concept that made 
the term “psycho-somatic medicine” itself doubly re- 
dundant. True, basic physiologic experiences could 
be elaborated into highly symbolic behavior: for in- 
stance, a sudden grasp and utilization of external 
reality actually could be accompanied by a quick in- 
halation and regarded fancifully as a “spiritual inspi- 
ration” (spiritus: air), as though it were analogous 
to the neo-natal gasp; similarly, an attempt to re- 
tain the fantastically incorporated universe could be 
equated with retarded expiration and expressed in 
asthmatic respiratory disturbances. So also in the 
gastro-intestinal sphere longings for external susten- 
ance could be accompanied by hypersecretion and in- 
creased peristalsis, symbolic riddance by colonic 
spasms, and so on through various other systemic 
manifestations. Such bodily participations were as 
demonstrable as the more obvious vasodilation in 
the cheeks accompanying a blush for shame’or a 
cardiac arrhythmia during fear ; indeed, a multitude 
of such facts could be marshalled into what might 
be called dynamic correlations of the physiology and 
economy of total behavior. Quite different, however, 
is a recent tendency to depart from such mundane 
correlations and soar into that rare and unencum- 
bered atmosphere where the outlines of the hard 
facts below become a little blurred and one can be- 
come enraptured in untrammelled flights of verbal 
fantasy. Concepts thus engendered, of course, re- 
main intrinsically human and often engagingly po- 
etic; nevertheless, any resemblance they might have 
to scientific formulae may be either purely coin- 
cidental or, quite possibly, seriously misleading. To 
illustrate this point in my lecture I proceeded to 
parody such a priori derivations by improvising a 
Psychosomatic Formula for an Ingrown Toenail. 

Consider, I said, the toenail. Anthropologists have 
pointed out that man’s mind developed when his 
arms were freed of the task of locomotion so that 
he could walk about the earth in an upright posi- 
tion, manipulating its resources and thinking about 
the heavens. Moreover, osteologists tell us that all 
of this in turn depended upon the hallux and its 
toenail. But, libidinally speaking, the nail represents 
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even more than this. Actually, it is the most pro- 
tuberant part of the body, hard and rounded; in lo- 
comotion it describes a most suggestive to-and-fro 
movement—obviously, then, it is a basic penile sym- 
bol displaced, for a change, downward. But let us 
also remember the anatomic origin of this important 
little phallus, namely the nail-bed—also a most sig- 
nificant term. This in turn consists of an invagina- 
tion of vascular tissue into a zone called, with intui- 
tive propriety, the stratum germinatwum or matrix 
—a region consummately feminine in its conforma- 
tion, physiology, and import. Here, then, we have a 
psychosomatically significant microcosm; a womb- 
equivalent ever generating a masculine imago which 
normally goes forth to meet, explore, and conquer 
the external world. 

But now consider what happens when this normal 
functioning is disrupted by frustration and conflict: 
when, specifically, the erect nail is stubbed and 
traumatized, or is too long opposed by unyielding 
reality in the form of a repressive shoe. Clinically 
and perhaps personally we know the effects all too 
well: the nail, particularly at the peripheral por- 
tions of its individuality (or more technically, its 
“ego boundaries” ) turns about and digs its way back 
into the flesh of its origin. To those properly in- 
doctrinated with psychosomatic understanding, how- 
ever, a much deeper significance can be discerned 
in this process. It will be obvious, indeed, that the 
counter-cathected ungual masculinity, blocked from 
its exteriorizing libidinal outlets, introverts upon 
itself and eventually even seeks final regression 
through the mechanism of re-encapsulation and vas- 
cularization—#.e., a return to uterine existence. This 
formula, derived as it is by analogic thinking en- 
lightened by metapsychologic insight, could of course 
stand on its merits alone about as well as others de- 
rived from similar research endeavors ; fortunately, 
however, it can be further validated by objective 
clinical observation. Thus, it can be demonstrated 
that analysands of 4oth sexes with ingrown toe- 
naiis actually do have masculine aspirations and 
intra-uterine fantasies, and the mere fact that analy- 

* sands without ingrown toenails have the same un- 
conscious dynamisms serves merely to emphasize 
once again how the study of the abnormal can re- 
veal profound truths about all mankind. 


Here I ended my Lecture on Psychoso- 
matics, rewarded by what I was sure was an 
understanding gleam in the eye of some of 
my listeners and trusting that, though I 
lacked the ribaldry of a Rabelais or the sub- 
tlety of a Voltaire, I might still have aroused 
a healthy whimsy of doubt about some of the 
verbal gymnastics that pass for serious think- 
ing and investigation in the field. Imagine 
my consternation, therefore, when on meet- 
ing some of the members of the audience 
days and weeks later I was actually congratu- 
lated on the clinical and analytic perspicacity 
with which I had derived the specific dynamic 


formula for the etiology and possible therapy 
of that hitherto unexplored psychosomatic 
disorder—onychocryptosis, or ingrown toe- 
nail! 

It was I, then, who had been naive in so 
casting my discourse. I had not recognized 
how precious and ingrained was the power of 
the Word and the Formula ; how avidly even 
trained and intelligent physicians will cling 
to the belief that, if only they can evolve and 
invoke the proper incantation, large or small 
diseases from onychocryptosis to alopecia 
can be magically exorcised and made to van- 
ish on command. Thus also has semantics, 
in a pseudopsychiatric form called “general,” 
occasionally been prostituted from its right- 
ful place as a branch of logic and converted 
into a craft of word-magic which promises 
that if a patient can distinguish his past 
hatred of pater/sub-one from his present love 
of all paters/sub-n, he thereby converts him- 
self at once into a loving son and dutiful citi- 
zen. Or if sounds alone fail to re-explore and 
reorder the universe, why then sounds plus 
magical action surely cannot fail. Hence one 
organizes the cacophony of nature according 
to man-made “harmony” and “counterpoint” 
and dances to this in rhythmic control over 
the universe (musical therapy and calisthen- 
ics) ; or one masterfully beats materials into 
desired shapes in occupational therapy; or 
in a final burst of histrionic thaumaturgy 
one alters the past, present and future by the 
simple device of re-enacting one’s experience 
according to one’s desires—a process called 
psychodrama. As Jung, in his penetrating 
book Psychology and Alchemy pointed out in 
the early days of analytic theory, man has al- 
ways sought verbal and material Philoso- 
phers’ Stones with which to transmute the 
dross and unwanted into the valued, con- 
trolled and subservient, using about the same 
terminology in both pursuits. And in line 
with the first of his Ur-defenses—that of the 
denial of vulnerability and the delusion of 
power—man presumably will always yearn 
and seek for the Ultimate Secret Formula 
in his every field of anxiety-ridden endeavor. 


THE SECOND UR-DEFENSE: THE DELUSION OF 
THE OMNIPOTENT SERVANT 


But the hour is getting late—in fact half 
the twentieth century is gone—and we still 
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have to deal with 2 more of man’s basic de- 
lusions. Let us therefore consider briefly the 
next of these: one that may be termed the 
Ur-defense of the Mastery of the Omnipo- 
tent. This is designed to bolster and indem- 
nify the delusion of nonvulnerability in a 
most subtle and satisfactory way. The motif 
of this second Ur-defense can pe paraphrased 
as follows: 


Even supposing I were mortal and vulnerable 
(which I stoutly deny) yet would I still possess a 
way of controlling the universe here and hereafter, 
seen and unseen. For lo!, my mind has created 
wondrous Beings who know and control all—and 
yet these Beings are conceived as my servants! In- 
deed, it is I who have named them, assigned them 
their abodes in my pantheons and devised the se- 
cret ways by which I can force or induce them to 
do my bidding. By calculated good fortune, I learned 
these ways in my childhood when I found them 
marvellously effective in controlling my parents. 
For towering and powerful as these parents were, 
and puny and weak as I was, I could still bend them 
to my will. I learned to supplicate pitifully, or to 
bribe with small favors to get large ones, or to 
threaten to destroy my parents’ prized masterpiece 
which was myself—or, as a last resort, to appear 
temporarily to abide by their current rules in order 
to secure ultimate indulgence and control. And so 
also these divine Beings whose feet are on earth 
but whose heads I have placed in the very heavens 
—these Beings too are subject to my wiles, my 
threats or my obeisance. I but praise them a little 
and they smile fondly on me; I give them a burnt 
offering and in return they shower upon me all 
worldly favors—or I abide by their commandments 
for a while on earth and I am granted a life in 
heaven serene and everlasting. 


And so, as Aristophanes and Andrew ‘Lang 
pointed out long before Freud, man has 
created gods in the image of jealous but de- 
voted parents ever since he could give per- 
sonalized names to his memories. And since 
these are universal, there has never been a 
man either so primitive or so emancipated 
as to lack a belief in some abstract Being (or 
gnostic principle or system) which he pur- 
portedly understands and can therefore pre- 
sumably control to his advantage. Witness 
Auguste Comte, that other rationalist par 
excellence, who spent the last years of his 
life devising a ritual for the actual worship 
of the Gods of Society, with himself as their 
most favored high priest. For such reasons 
science can neither “oppose” nor “agree 
with” (or, for that matter “collaborate in’’) 
theology, since heuristically both are the 


study and expression of man’s essential 
faiths. In this sense also, psychiatry can 
never pass upon the “existence” of the gods 
except as necessary to man’s being, yet each 
psychiatrist with special insight into the 
yawning depths of human anxiety continues 
to offer prayerful thanks in his own way to 
his personal god for so forming man that he 
could create and take comfort in theologic 
systems. Meanwhile, irrespective of how we 
here explore and re-formulate such beliefs, 
untold millions of men for untold genera- 
tions have found and will continue to find 
refuge in their religious shrines, comfort in 
their religious practices and security and 
tranquility in their personal deities, whether 
these take the form of the universal Aton, 
the taskmasterish but protective Yahweh, the 
wise and dedicated Brahma, or the gentle and 
loving Christ. 

Unfortunately even as I write these para- 
graphs I realize that they will satisfy no one. 
For the advocate of each theo-philosophic 
metapsychologic, or scientific system must 
continue to believe in its pre-emptive or ex- 
clusive “truth” or else suffer renewed pangs 
of uncertainty, just as the mathematician 
must have faith that the cosmos is but an 
equation which he will write or eventually 
solve, or the atheist must cherish the notion 
that his own wisdom is so transcendent that 
he can know there is no God. Thus harrassed, 
I can only take recourse in a remark I made 
onze in reply to a cleric who had asked me, 
after a lecture in New York, how I dared to 
speak as I had in the face of the Revealed 
Truth possessed and sold solely by his par- 
ticular sect. “Wise men,” I replied, “tradi- 
tionally come only from the East—whereas 
I’m merely from Northwestern University. 


THE MEDICINE MAN AS PRIEST 


But inner relations of faith, belief, and 
healing are rendered even more complex, 
though therapeutically more controllable, by 
another circumstance, namely, that man can- 
not be satisfied by ethereal servants alone, 
but demands their representatives in flesh 
and blood here on earth. Accordingly each 
god has a priesthood to whom his powers and 
prerogatives have been delegated, and to 
whom men can appeal for service in the satis- 
faction of their basic needs. Such priestly 
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obligations, of course, include magic aid in 
hunting meat and raising food crops, pro- 
viding water and wine, destroying mortal 
enemies, authorizing procreation, blessing the 
offspring and finally assuring the passage of 
each believer’s soul to the comforts of an 
eternal after-life. All of these functions re- 
lieve fundamental human anxieties, hence 
there is no society without its priesthood. 
However, another ministerial duty is to re- 
lieve bodily pain and discomfort, hence also 
the overt role of the priest as medicine man 
in early ages and societies, and the covert 
identity of the 2 in the conscious or uncon- 
scious attitudes of the faithful. Nor have the 
basic methods empirically developed and 
used by both priest and physician lost their 
essential similarities. Thus the priest in re- 
capitulating the soothing lullaby by which 
the troubled child was cradled, calmed and 
put at rest, provides a sheltered, quiet, dark- 
ened temple around the softly lighted figure 
of the protective deity and repeats the simple, 
monotonous cadences of the litany to the ac- 
companiment of rhythmically rocking cen- 
sers. Thus also does the hypnotist arrange 
for his subject’s undistracted and trustful 
rapport, put him at ease and lull him to rest 
and sleep with soft repetitive suggestions—a 
form of surcease inherent in many forms of 
reclining therapy, from dianetics to dream 
analysis. Nor is this form of relationship 
necessarily undirectional ; the therapist, too, 
glories in his own illusion that he can, solely: 
by the gaze of his ey2 or the somber spell of 
his voice, reverse time and space into “regres- 
sion” and command illness begone. I have 
elsewhere remarked that it is an alert hypno- 
tist who knows who is hypnotizing whom; 
here we may add that it is also a wise thera- 
pist with any technique that knows who is 
gaining most unconscious satisfaction from 
the treatment, especially when the latter be- 
comes unnecessarily dramatic, lucrative, or 
prolonged. 


THE ORDAINMENT OF THE HEALER 


But yet one more consideration is here rel- 
evant: the priest must be properly indoctri- 
nated, faithful and in good standing with his 
colleagues, else he will not be trusted either 
by them or by the laity. This set of require- 
ments was carried over by secular physicians 


when they ostensibly separated their func- 
tions from those of their more directly sac- 
erdotal colleagues. Accordingly, cults of 
physicians, especially among the self-dedi- 
cated suborders of specialists, have in all ages 
demanded that novitiates comply with strin- 
gent requirements as to training, ordainment, 
and loyalty. Conversely, such cults have been 
equally ruthless in their condemnation of a 
nonconforming or heretic member, and cor- 
respondingly active in arranging for his 
prompt excommunication. An interesting his- 
torical example in the field of neuropsychi- 
atry, perhaps with pregnant modern conno- 
tations, is the following. 


About the year 1800 Franz Joseph Gall, a physi- 
cian and teacher who had made sound contributions 
to neurology (¢.g., he described the decussation of 
the pyramids), launched what he called the “science 
of phrenology” based upon the following proposi- 
tions: (1) The brain is the organ of the mind; 
(2) The mental powers of man can be analyzed into 
various faculties or propensities; (3) Each of these 
has its seat in a definite region of the brain; (4) 
The size and shape of this region determines the 
relative dominance and power of the corresponding 
faculty; and (5) This can be determined by ex- 
ternal examination of the skull. 

We are not here concerned with the validity of 
these propositions. As it happens, the first 2 are ac- 
cepted tenets of physiology and psychology today, 
and in the third also, Gall showed amazing presci- 
ence: probably by sheer coincidence, his frontal 
cortical areas (29, order; 30, eventuality; 31, time; 
33, language; 34, comparison ; and 35, causality) all 
correspond closely to quite modern concepts of 
frontal lobe functions. What is more apropos to our 
interests is that around these theories Spurzheim, 
an English disciple of Gall, assembled a clique of 
pupils, and later welded them into a School of 
Phrenology dedicated exclusively to Gall’s and his 
own teachings. Each member of this school was 
first required to have his own head examined and 
then to examine a certain number of heads under 
controlled supervision. If, after sufficient experience, 
he could pass a prescribed examination he was fi- 
nally admitted as a fullfledged member of the 
Phrenological Society, entitled to practice this as 
a subspecialty distinct from the rest of neuropsy- 
chiatry. This Society waxed into a powerful Inter- 
national Association which for 20 years published 
an international Journal of Phrenology and a direc- 
tory of qualified phrenologists. Peculiarly, too, 
Gall’s lectures in Vienna were interdicted by the 
government in 1802 as “dangerous to religion”— 
an event that, of course, expedited the acceptance 
of phrenology by the self-styled intelligentsia. 
But then the inevitable happened ; “scientific” quar- 
rels over terminology, methods of training, and 
“short-cut” diagnoses broke out among the mem- 
bership of the Society, and bitterly schismatic cults 
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were formed. These groups were led away from 
the fold by Spurzheim, Combe, and various other 
of Gall’s disciples, each of whom claimed the pres- 
tige and mantle of the master. Finally, after Gall’s 
death in 1828, phrenology in all its forms rapidly 
disintegrated. What was valuable and therefore 
deathless in it was reincorporated into neurology 
and psychiatry, whereas what, in Biblical para- 
phrase, may be called the sounding of trash and the 
tinkling of symbols was relegated to the quack and 
the circus tent, where they still persist. 


This short account of phrenology is, of 
course, merely cited as a historical curiosity 
and not as a reflection, direct or implied, on 
any of the necessarily prolonged and highly 
specialized (but perhaps unnecessarily in- 
bred) methods of training or certification em- 
ployed in various subspecialties today. Never- 
theless we as psychiatrists, possibly subject 
to our own blind enthusiasms, cannot afford 
to ignore reminders as to the unfortunate 
fate of cults and cultists that get so autisti- 
cally isolated and polemically involved as to 
lose touch either with the rest of medicine or 
with the human material and needs from 
which their theory and practice originated. 


GRCUP THERAPEUTIC TECHNIQUES 


But we cannot leave this topic without con- 
sidering a final parallel between religious and 
psychiatric methods, especially those utilized 
in the dynamics of group therapy. While 
every form of treatment basically concerns a 
minimum of 2 persons, priest and votary or 
therapist and patient, it is also true that the 
number within this group can be almost in- 
finitely increased if basically significant in- 
terpersonal motivations and relationships are 
maintained. In fact, a relatively new and 
powerful force can be evoked in this manner : 
the sense of mutual support and strength ex- 
perienced in common by a group with a 
common faith, a common leader, a common 
purpose, and a set of common techniques 
leading to concerted action. Upon such bol- 
stering interrelationships among the faithful 
are the great church organizations of the 
world founded, and the same potent “social” 
forces can be applied to what we have seen is 
one of the primary purposes of religion: 
group therapy. This can be conducted as an 
integral part of the dogma, as in Christian 
Science, or at various religious shrines; or 
the healing practices may be made ancillary 


to the specific faith, as in the Episcopalian 
Immanuel Movement ; or a general trust in 
a less specifically designated Divine Provider 
may be made prerequisite to medical aid and 
social acceptance, as in Alcoholics Anony- 
mous or in mixed religious services at mili- 
tary hospitals. However, once a community 
of belief and leadership has been established 
either in the chapel or the clinic, almost any 
of the methods we have already reviewed may 
be used to tighten group cohesion: rhyth- 
mic movements in unison, and participation 
in joint chanting, singing, or instrumenta- 
tion. The salutary effects of such concurrent 
beliefs and enterprises on each member of 
the group are the same: a feeling of belong- 
ingness among those of his kind, and an op- 
portunity to gather strength with which to 
face and eventually master alien worlds out- 
side. The dangers inherent in both aspects 
of such group interactions also have interest- 
ing parallels: in religion, proselytizing sec- 
tarianism ; in psychiatry, almost equally mili- 
tant cohesion among disciples of one or 
another cult, whether it be client-centered 
therapy, psychodrama, or Recovery, Inc. De- 
spite such drawbacks—and there are many 
which, conveniently enough, we do not have 
time here to mention—a deeper exploration 
of the wondrously useful illusions that un- 
derlie interpersonal relationships and group 
therapy is probably the most urgent task fac- 
ing statesmen, theologians, psychiatrists, and 
everyone else for the next several generations. 
THE THIRD UR-DEFENSE: MAN’S KINDNESS 
TO MAN 


This brings us to the last of man’s Ur- 
defenses (a cynic might say his ultimate de- 
lusion), namely, that in time of need one can 
seek and actually obtain succor from one’s 
fellowman. Many a misanthrope has pointed 
out that in nearly all his variegated societies 
man lives in a harrowing hypocrisy: he must 
profess to love and trust his neighbors, yet in 
the practical details of life his interests would 
be better protected if he acted on the assump- 
tion that these neighbors were his rivals and 
possibly also his enemies. But if this were 
consciously accepted as true, life would 
hardly reach the equilibrium of Thoreau’s 
“quiet desperation,” indeed, whether or not 
each of us pretended to omnipotence or to be- 
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ing the special darling of the gods, much of 
our waking day would still be spent in what 
Adolf Meyer called a paraphrenic panic. The 
situation is saved, however, by another uni- 
versal delusion evolved from a third misin- 
terpretation of infantile experience. Just as 
the Ur-defense of Omnipotence dates from 
the preconceptual period of so-called primary 
narcissism, and just as the Delusion of Magi- 
cal Mastery dates from the blind service ac- 
corded us by our parents, so does the pro- 
fessed ideal of human trustworthiness date 
from a somewhat later period of childhood, 
when we have learned to recognize our par- 
ents (and especially the mother) as human 
beings apparently actuated by self-sacrificing 
devotion to the satisfaction of our needs. It 
is for this reason that the word “mother” is 
one that, Goethe’s Mephistopheles to the con- 
trary, must never be desecrated in any lan- 
guage, and why we can signify no greater 
loyalty than to profess our faith in some 
Mother Church, or be the loyal sons of some 
Alma Mater. True, father also comes in for 
some wishful yearning, as exemplified in our 
names for priest or pope, in our reverence 
for the Father of our Country, or in the very 
term “patriotism,” but it is the quintessence 
of unsullied maternalism expressed in figures 
such as the pervasive Isis or the devoted 
Mary which the frightened child of any age 
wishfully reads into his fellow man, and into 
whose arms he wishes to throw himself for 
the peace that passeth understanding. And it 
is this relationship, certainly at first and per- 
haps in deepest fantasy always, that our pa- 
tients seek in us, whatever methods we may 
employ to help them repress and at the same 
time gratify this yearning. It is not surpris- 
ing, then, that a recent survey of various 
“schools of psychotherapy” revealed that the 
prime factor that determined success in each 
is the kindly, receptive, covertly reassuring 
and heartening attitudes of the therapist. 
True, the skillful psychiatrist, having re- 
evoked this wishful infantile troth or “ma- 
ternal transference,” will use every means 
available to make such a regression progres- 
sively less necessary. In effect, he will at- 
tempt by analysis, guidance, and implicit 
example to dispel his patients’ fears of the 
outside world sufficiently to make possible a 
re-transference of trust and dependence to 


family, friends, mate, and children ; once this 
is accomplished, the patient may further ex- 
plore these more “mature” relationships, find 
them available and satisfying and thus gradu- 
ally relinquish the therapist fantasied as a 
parent-figure. But beneath this process ever 
lies a delusional theme that is never truly 
surrendered: someone must and will care for 
me as once my mother did, else there is no 
goodwill toward men and therefore no peace 
on earth for me. 


THE FINAL ESCAPE: SURCEASE IN SEX 


I am certain that ever since we emerged 
from a discussion of man’s cosmic and theo- 
logic delusions into the field of human rela- 
tionships we have felt on surer ground—not 
because the fantasies involved have been one 
whit less esoteric, but because we are less 
familiar with the landmarks in the deeply re- 
pressed spheres of narcissistic and magico- 
religious power than with those in the field 
of parent-child relationships. Parenthetically, 
please note that in the latter area too we are 
appraising even the “familiar” landmarks 
from a somewhat different angle, namely, the 
therapeutic implications of the child’s concept 
of its parents as completely devoted and ever- 
available servants, and the later misapplica- 
tion of this in making reasonable and un- 
reasonable evaluations of, and demands upon, 
various parental facsimiles or surrogates. 
There remains, indeed, one other relationship 
which may be similarly re-evaluated even 
though it has received, if anything, more ex- 
tended and avid discussion and analysis than 
the dependent and pre-emptive aspects of our 
fantasies. I refer, of course, to that ultra- 
popular field of human interest and expres- 
sion—sex. But here again let us emphasize 
one unique aspect of sexuality usually neg- 
lected in academic discussions, though not 
in actual experience. In brief, I refer to that 
feeling of human rapprochement which, 
transcending mere physiologic satiation, gen- 
erates under ideal and idealized circumstances 
blissful fulfillment of the wish to be reunited 
with another human being who, for a little 
while at least, seems ardent, receptive, and 
devoted enough to fulfill our deepest yearn- 
ings. That this is not only a transient but also 
an illusory consummation can never be fully 
admitted by the most realistic of us. Indeed, 
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our quest for the will-o’-the-wisp of that 
most intimate of human reunions, usually 
combined with maternal-dependent needs and 
miscalled sexual, is so frenetic and universal 
that a model of a pretty girl with prominently 
displayed breasts can be used to sell us any- 
thing from milk substitutes through mange 
cures to mausoleums. But apart from its 
commercial value, this insight explains a good 
deal more: why our clothes, customs and 
very languages are designed to accentuate 
sexuality, why an intrinsically dull tome of 
statistical analyses of men’s erotic fantasies 
and boastings can sell several hundred thou- 
sand copies, and why the wishful overevalua- 
tion of the importance of sex has permeated 
our art, our literature and some of our cur- 
rently sacrosanct psychodynamic formula- 
tions. Indeed, it is a startling concept, and 
one that even we as objective analysts are 
prone to discard indignantly on sight, that 
perhaps the “libido theory” with which we 
were until recently so preoccupied—a theory 
that traced all human behavior to narcissistic, 
oral, anal, or phallic forms of “eroticism”— 
is in itself an elaborate intellectualization of 
this last of our Ur-delusions: that through 
the potency of sexuality and procreation we 
can here on earth achieve infinite commun- 
ion, obliterate the intolerable anxiety of iso- 
lation, and even assert the divine prerogative 
of creating life itself. 


Copa 


This, then, is a dim and shadowy delinea- 
tion, as though seen in a mercifully fogged 
mirror, of the Ur-defenses men cherish and 
live by. In these reflections we have, of 
course, not dealt with other “verities”—the 
operational “realities” which both the physi- 
cal sciences and the humanities (psychiatry 
and psychoanalysis included) have given us 
to work with, in understanding and control- 
ling the interactions of man’s structure and 
function with those of the universe about 
him. Certainly, there is none of us here but 
who can be justly proud of the effectiveness 
of the modern neurologic, psychiatric, and 
analytic techniques we employ in the daily 
practice of our specialty—these I have taken 
for granted. Nor need I reiterate my own 
firm faith in this knowledge and in these tech- 


niques. In that faith I too have spent some 
20 years in laboratory and clinical research 
and now hope that the selfsame Providence 
I called a delusion will grant me yet more 
time for the same blind pursuits. Instead, I 
have dealt here with other parameters of 
human behavior: the areas within which un- 
usual introspective techniques must be em- 
ployed in order to sense delusions with which 
men fill the terrifying vistas beyond the limits 
of human understanding and control. Indeed, 
it may even be well to reconsider the appro- 
priateness of the term “delusion” when ap- 
plied to ubiquitous concepts of invulnerabil- 
ity, power, and communion so consummately 
necessary to man’s very existence. True also, 
these wishful assumptions, needful preju- 
dices, essential convictions, categorical be- 
liefs, articles of faith—our language has no 
single word or phrase that encompasses the 
protean subtleties here required—these axi- 
oms of imagery here miscalled delusions are, 
of course, only asymptotically approached but 
never attained in our strivings. And this, too, 
constitutes a fertile source of frustration and 
conflict, the multitudinous effects of which 
we may, perhaps profitably, consider on some 
later occasion. 

However, we may here recall the 2 ques- 
tions posed early in this inquiry, to wit: 
“What in the world are delusions?” and 
“When in the name of heaven are they neces- 
sary?” Let us now answer both tentatively 
as follows : Delusions, here expanded in scope 
of meaning, are the denials and the substitu- 
tive or compensatory beliefs necessary to 
make each man’s world seem a little more 
like the heaven he wishes. Freud, in para- 
phrase, also said once in the same vein, “It 
is the paranoiac who is desperate because he 
truly sees man’s hatred of man; the rest of 
us must irrationally deny this to conserve 
our peace of mind.” As to therapy, my pres- 
entation has not “proved” the thesis that 
treatment must in part be directed toward 
restoring and respecting man’s cherished 
and essential delusions—but then, very few 
dissertations “prove” much beyond the fact 
that the speaker can read his own writing. 
Nevertheless, we dare not disregard the evi- 
dence that delusions, in a deeply humani- 
tarian sense, are indeed sacred, and that we 
tamper with them at our patient’s—and our 
own—peril. 
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This report presents a research rating 
chart * to aid hospital psychiatrists in ex- 
pressing the severity of a psychotic illness. 
The utility of a reliable rating scheme that 
expresses symptom severity, as judged clini- 
cally, in quantitative terms will be apparent 
to all researchers who have been faced with 
the problem of comparing other research ob- 
servations with the degree of over-all inca- 
pacity produced by a psychosis. 

In times when much clinical research must 
rely upon only part-time participation by the 
psychiatrist, an instrument that requires no 
more information than he routinely has avail- 
able for all patients under his care, an instru- 
ment that can be filled out and scored in 15 
minutes, and that requires little or no special 
orientation for the clinician would seem to 
have practical advantages. 

When explicitly defined, such judgments 
as “slightly improved” and “markedly im- 
proved” or “severe symptoms” and “asymp- 
tomatic” have had considerable practical ap- 
plication; the present effort is to provide a 
set of simple criteria which, it is hoped, may 
contribute to further standardization and in- 
creased reliability in expressing clinical judg- 
ments for psychiatric research purposes. In 
dealing with patients as severely disturbed as 
hospitalized psychotics, experience suggests 
that rather simple criteria do reflect the de- 
gree of current incapacity produced by the 
illness. Nevertheless, it should be recognized 
that this scale has little utility in assessing 
highly complex changes or in evaluating non- 
hospitalized psychotics, psychoneurotics, or 
patients with other behavior disorders. Nei- 
ther is it designed to detail any aspects of the 
underlying psychotic process such as precise 
patterns of intrapersonal conflict or interac- 
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tion. No attempt has been made to reflect un- 
conscious conflicts, personality assets, or vari- 
ables that may on theoretical grounds be rele- 
vant. (Interesting recent work by Lorr and 
Jenkins(7) has aimed at such more complex 
rating scales.) It should be understood, 
moreover, that a poor rating on the present 
scale does not necessarily reflect prognosis or 
progess in any aspect of the psychosis other 
than in overt symptomatology. On the other 
hand, it is in this very circumscribed goal and 
pragmatic nature of the scale that its contri- 
bution to increased reliability of clinical psy- 
chiatric judgments exists. 

The impetus for developing this series of 
ratings arose in 1949 when a quantitative ex- 
pression for severity of psychotic illness was 
required for comparison with other quan- 
titative data obtained in a behavior labora- 
tory(1). The original framework for the 
scale was modified from the categories of the 
mental status as taught to Harvard medical 
students and residents at the Boston Psycho- 
pathic Hospital(2). In choosing individual 
items 3 criteria have been employed ; (1) that 
the item be generally accepted by psychi- 
atrists of diverse schools of thought as re- 
flecting or accompanying psychotic person- 
ality disorganization; (2) that the item be 
capable of semantic expression in terms that 
are subject to minimal misinterpretation ; and 
(3) that the item require only the usual clini- 
cal behavior observation and routine inter- 
viewing by the psychiatrist in order to be 
scored. In addition, items that seemed diffi- 
cult to express on a quantitative continuum 
were eliminated, even at the expense of sacri- 
ficing certain judgments that frequently are 
included in the mental status. 


PROCEDURE 


1. The psychiatrist enters an appropriate 
value (I, 2, 3, or 4) opposite each category 
(appetite, sleep, recent memory, motor ac- 
tivity, and so on) on the Rating Sheet. (See 
Appendix.) The correct value is determined 
by referring to the Criteria for Quantifica- 
tion of Psychotic Symptom Severity. 
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2. Blank spaces on the rating sheet and on 
the list of criteria are provided for entry of 
special symptoms, if such symptoms are felt 
to be of particular significance for the case 
being evaluated. For example, under the 
category Unreal Beliefs and Delusions the 
clinician may wish to rate change in 2 or 
more specific delusions over a period of time 
rather than make an inclusive judgment for 
this entire symptomatic category. Thus the 
somatic delusion “my brain is sawdust” and 


the column above each final score will indi- 
cate a symptom profile. 

In an exploratory manner this method has 
been applied in making 181 clinical evaiua- 
tions of 58 acute and chronic psychotic pa- 
tients. The data indicate that the scale is 
sensitive both to small fluctuations in symp- 
tomatology and to major remissions or re- 
lapses. For values illustrative of ratings 
on various types of psychotic patients, see 
Table 1. 


TABLE 1 
ILLUSTRATIVE RATINGS ON Various Types oF Psycuoric PATIENTS 


Sex Description 

M Acute undifferentiated schizophrenic 
reaction, severely regressed and 
disorganized. 

F Chronic hebephrenic schizophrenia, 
hallucinated, cyclically disturbed, 
periods of fair interpersonal con- 
tact. 

M Acute manic-depressive depressed, 
motor retardation, suicidal pre- 
occupation. 

F Mild agitated involutional melan- 
cholia, insomnia, tremor, self- 
accusatory preoccupations. 

41 M Mild hypomanic reaction, subsided, 
ready for discharge from hospital. 


the paranoid delusion “the nurse is poisoning 
me” (which may be considered to have very 
different dynamic significance) may be en- 
tered in the blank spaces and rated separately. 

3. For each evaluation date, these values 
are totalled and divided by the number of 
items rated.* 

4. The resultant score reflects the degree 
of behavioral disturbance and incapacity. For 
each individual item the value 1 represents 
the most extreme degree of the symptom, 2 
a moderately severe degree, 3? a slight degree, 
and 4 the absence of the symptom. 

5. Comparison of the final scores obtained 
over a period of repeated evaluations, which 
can be made by inspection of the patient’s 
rating sheet, indicates the course of the pa- 
tient’s illness ; on the same sheet a glance at 


8 For the sake of simplicity, weighting individual 
items has been avoided at this stage in development 
of the scale. 


Emo- 
tional 
state 


1.2 1.3 


Physi- 
cal Senso- Behav- 
state rium lor 


2.5 2.0 1.0 


Men- 
con- 
tent 


2.5 3.0 17 2.5 


2.3 3.9 3.1 2.6 2.5 2.9 


3-5 38 38 828 3.3 96 3.4 


4.0 4.0 39 863.6 39 107 38 


For the over-all clinical rating, the follow- 
ing relationship of psychotic illness seems to 
hold true: rating of from 1.0-2,0, extreme 
behavior disorganization requiring vigilance 
by hospital staff; from 2.0-3.0, severity re- 
quiring “security ward” care; from 3.0-3.7, 
severity requiring open convalescent ward 
care; and from 3.8-4.0, not requiring hospi- 
talization, or patient ready for discharge. 

These values were obtained through ex- 
perience with rating the 58 patients noted 
above, the majority of whom were scored by 
the psychiatrist on admission to the hospi- 
tal, a second time during the course of re- 
covery (1), and again at the time of discharge 
from the hospital. Formal studies to establish 
the significance of these scores await future 
research, as do inter-rater reliability studies 
and factor analysis of items. Nevertheless 
presentation of the scale at the present stage 
of its development is believed justified on the 
basis of the current need for psychiatric rat- 
ing scales with adequate face validity. 
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DiIscussION 


To devise a method of simplifying so com- 
plex and variable a phenomenon as a clini- 
cian’s estimate of his patient and to do this 
in such a way that many different psychi- 
atrists will find the technique compatible with 
their own ways of judging their patients is 
an ambitious goal. Malamud and Sands(5) 
have reviewed the needs for such a rating 
scale, and Wittenborn(6) has discussed its 
usefulness. In view of the fact that a num- 
ber of rating scales have in the past been 
carefully created without finding wide appli- 
cation beyond the institution of origin, it 
would seem worthwhile to outline briefly 
certain problems. 

Most appropriately, any clinical rating 
scale should have a limited goal. This is not 
only advisable to attain reliability but also 
appropriate because complex aspects of per- 
sonality observation and description prob- 
ably require more complex measurements. 
With this in mind, the present scale was de- 
vised only for use with hospitalized psy- 
chotics to quantify 1 aspect of the illness, 
namely, the severity of symptoms. 

In order to facilitate scoring, the number 
of variables to be accounted for in rating 
each individual item should be minimized. 
Wherever feasible, simple quantifiable crite- 
ria stould be introduced. Thus, time was 
used here as an aid in expressing degree of 
disturbance in sleep, personal care, unusual 
behavior, and mental content. Furthermore, 
it has seemed advisable to avoid quantifying 
mental content in terms other than of fre- 
quency and degree of incapacity. The utili- 
zation of slightly different concepts, such as 
obsessive doubt and alogical thinking(5), as 
separate points on the same continuum is a 
prevalent defect in the Malamud-Sands and 
other scales(3, 7) and should be avoided 
whenever possible. 

In recognition of the fact that psychotic 
symptoms cannot all be realistically ex- 
pressed on the same type of continuum, a 
rating system should be as flexible as possible 
in this respect. Thus, in regard to expressing 
disturbance in sleep, weight, appetite, cleanli- 
ness, motor activity, socialization, speech 
production, and certain aspects of the emo- 
tional state, the norm lies between the ex- 
tremes of deviation; whereas in regard to 


undesirable symptoms such as sensorium de- 
fects, speech incoherence, bizarre behavior, 
mood instability, and abnormal mental con- 
tent, the norm lies at one extreme of the 
continuum. Here again this distinction has 
not been adequately recognized in previous 
scales(3, 5, 7)- 

The situation for which a clinical rating 
instrument is devised should be defined and 
the type of personnel for whose use it is 
designed should be indicated. Thus, Lucerno 
and Meyer(4) and Rowell(3) have pre- 
sented psychiatric behavior scales that are 
explicitly designed for use by nurses and 
attendants in a mental hospital setting. 

Finally, with the appearance of a number 
of promising clinical rating scales for use by 
research psychiatrists, there is a developing 
need for comparative studies that will serve 
to define the particular applicability of each 
instrument as well as the comparative reli- 
abilities of various types of items. 


SUMMARY 


A new psychiatric research rating scale 
for use by hospital psychiatrists in express- 
ing quantitatively the severity of a patient’s 
incapacitation due to psychotic symptoms is 
presented. Criteria for designing such a 
scale are briefly discussed. The advantage of 
suck. an instrument iies in the fact that in this 
way quantitative values are obtained which 
may then Le statistically compared with other 
research data. 
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I. Puysicat STATE 
A. Appetite 


. Eats something every 


hour of day 


. Tube fed 


B. Sleep 


. Difficult to arouse at 


any time 


- No sleep 


C. Weight 


. 40% or more over 


expected weight for 
height and age 


. 30% or more under 


expected weight for 
height and age 


APPENDIX 
CRITERIA FOR QUANTITATION OF PSYCHOTIC SYMPTOM SEVERITY 
(Enter a rating—1, 2, 3, or 4—for each italicized item on the Q.P.S.S. Rating Sheet) 


Overeater 


. Always has extra 
serving at meals and 
always eats between 


3. Eats 2 servings at 


meals or always eats 
between meals 


Undereater 


. Will eat only with 


persuasion 


Drowsy 
. Sleeps over 12 hours- 


/24 hours 


3. Eats one complete 


meal (or equivalent) 


3. Sleeps 9-12 hours/24 


hours 


Insomniac 


hours 


. Sleeps 1-3 hours/24 3. Sleeps 4-6 hours/24 


hours 


Overweight 


. 20-40% over ex- 
pected for height and 


age 


3. 10-20% over ex- 


pected for height and 
age 


Underweight 


. 20-30% under ex- 


pected 


D. Psychosomatic Symptoms 


Headache 
Asthma 
Cardiospasm 


Psychogenic vomit- 


. Symptoms require 


patient’s hospitaliza- 


tion 


II. SENsoRIUM 


A. Memory 


1. Complete amnesia for 


all recent events 


. Complete amnesia for 


all remote events 


B. Orientation 


. Doesn’t know year or 


own age, month, date 


Irritable colon 
Ulcerative colitis 
Functional amenor- 
rhea 

Hypertension 
Neurodermatitis 


. Symptom(s)  inter- 


fere with certain ac- 
tivities 


3. 10-20% under ex- 


pected 


Urticaria } 
Angioneuroiic edema 
Bic. 


jectively bothersome 
but do not interfere 
with activities 


(1) Recent 


. Loss of recent mem- 


ory for major events 


3. Loss of recent mem- 


ory for minor inci- 
dents 


(2) Remote 


. Loss of remote mem- 


ory for major events 


3. Loss of remote mem- 


ory for minor inci- 


dents 


(1) For time 


. Knows year, not 


month or date 


3. Knows year, month, 
not date (or day of 
week) 


4. Eats one serving 


three meals a day (or 
equivalent) 


No psychosomatic 
symptoms 


. No loss of recent 


memory 


No loss of remote 
memory 


Knows date, day of 
week, and own age 


q 
‘ 

| 

4. Sleeps 6-9 hours/24 

age 4 

\ 
ing 
how. 
3 
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APPENDIX—ContTINvED 
(2) For Place 


1. Misidentifies place in 2. Misidentifies place in 3. Correctly identifies 4. Knows definitely 
a bizarre manner an _— understandable surroundings but not where he is 
manner sure of self 


(3) For Person 


1. Complete loss of 2. Severe uncertaintyas 3. Correctly identifies 4. Knows definitely who 
identity to own identity self but not sure he is 


C. Intellectual Functions 


Capacity for abstract Intelligence 
thinking Fund of general in- 

1. Severe impairment of 2. Moderateimpairment 3. Slight impairment of 4. No impairment 


many functions of 1-2 functions one function 


III. BeHAvior 
A. Personal Care 


1. Cleanliness Unclean 
1. Smearing feces 2. Appears extremely 3. Appears somewhat 4. Appears clean; no 
dirty but does not dirty overconcern about 


handle excrements cleanliness 


Overly Clean 


I. 50-100% day spent in 2. 10-50% day spent in 3. Some overconcern ee ae 
cleaning activities cleaning activities about cleanliness padeerdehuenabaheds 


2. Clothing 
1. Nude 2. Slightly dressed 3. Immodest dress 4. Expected dress 


B. Activities 


1. Overall motor activity Overactive 
1. Marked overactivity, 2. Variable overactivity 3. Mild restlessness 4. Appropriate amount 
uncontrolled most but partially con- of activity 
waking hours trolled 
Underactive 
1. Marked reduction in 2. Marked but variable 3. Slightly underactive epnpeoseeuseedoniecs 
motility most wak- slowing in move- vanes 
ing hours ments 


2. Socialization 
1. Constantly meddle- 2. Approaches others 3. Approaches others 4. Appropriate sociali- 


Outreaching 


some very frequently and frequently zation Ne 
occasionally _inter- 
feres 
Seclusive 
1. Insistsonbeing alone 2. No spontaneous in- 3. Lessinterestin others 
terests in others but than is socially ap- pqoanecseesebtaenes 
occasionally respon- propriate 
sive when approached ch 
C. Speech 
1. Productivity Overtalkative | 
1. Incessant verbaliza- 2. Severe push of 3. Mildly overtalkative 4. Average speech pro- 
tion speech, interfering but permits others to duction 


with replies reply 


> 
4; 
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APPENDIX—ConTINUED 
Undertalkative 
3. Mildly undertalka- 
tive 


1. Completely mute . Occasional word 


2. Relevance 


1. Completely incom- 2. Fragmented speech, 3. Associations rather 
loose but usually 


occasionally compre- 
hensible 


prehensible speech 
comprehensible 


D. Unusual Behavior (Adornment, Activity or Speech Production) 


Unusual personal 

decoration 

Stuttering 

Conversion symp- 

toms 

1. Present 50-100% of 2. Present 10-50% of 3. Present less 
the time the time 10% of the time 


Compulsive acts 
Waxy flexibility 
Masturbation openly 


slurring 


IV. Emorionat STATE 
A. Mood 

1. Type of Disturbance 

. Exhilirated, ecstatic 


Euphoric 


3. Somewhat overen- 
thusiastic 


2. Obviously euphoric 


Depressed 


Blocking, scanning, 


. Deeply depressed 


2. Stability 


. Dramatic uncon- 
trolled mood swings 


B. Tension 


. Obviously depressed 3. Slightly despondent 


. Labile mood, some- 3. Variability of mood 


what controlled 


Anxicus 


. Panic . Anxious or agitated 4. Slight tension 


Apathetic 


. Complete apathy 
former initiative 


initiative 
C. Affect 
1. Appropriateness of Affect 


. Completely bizarre 
affect priate affect ate affect 


2. Degree of Hostility 


. Extremely antago- 2. Unfriendly opposi- 
nistic and difficult to tional attitude but 


approach approachable sitional attitude 


V. MeEntTAL ConTENT 
A. Repetitive Thoughts (not delusional) 


Obsessive preoccu- Ideas of reference 
pations Ideas of influence 
Ideas of unreality 


. Moderate loss of 3. Slight diminution of 


2. Definitely inappro- 3. Slightly inappropri- 


. Superficially agree- 
able but subtle oppo- 


Appropriate 


. Mood invariable 


. No tension and ap- 


propriate energy and 
initiative 


. Appropriate affect 


Cooperative in an ap- 
propriate manner 


4. Relevant coherent 
speech 
a 
han 4. None 
q 
2: 
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QUANTIFICATION OF PSYCHOTIC SYMPTOMS 


APPENDIX—ContTINUED 


1. Frequency 


. Present 50-100% 2. Present 10-50% wak- 
waking hours ing hours 


2. Degree of incapacity 


. Prevent or distort all 2. Interfere with many 
normal activities activities 


B. Unreal Beliefs and Delusions 


Delusions of persecu- Nihilistic delusions 
tion Somatic delusions 
Delusions of gran- 

deur 


1. Frequency 
(Same criteria as V. A. 1.) 


2. Degree of incapacity 
(Same criteria as V. A. 2.) 


C. Hallucinations (auditory, visual, other) 
1. Frequency 
(Same criteria as V. A. 1.) 


2. Degree of incapacity 
(Same criteria as V. A. 2.) 


3. Present less than 4. 
10% of time 


. Bothersome but only 4. 
interferes with an oc- 
casional activity 


Etc. (list): .. 
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Q. P. 8S. 8S. RATING SHEET 
Name: Sex: Age: Diagnosis: 


Be- . 
7 fore | On Hospital Progress Dis- Follow-up 
i }|Adm./ Adm. chg. 


Date of evaluation 

Puysicau State 

A Appetite 
Weight 


Ps-som. Sx.: 


SENSORIUM 


Intellectual functions: 


BEHAVIOR 


—socialization 

Speech—production 

—relevance 


Unusual behavior: 


EMOTIONAL STATE 


Affect—appropriateness wes 


—hostility 


MENTAL CoNnTENT 
Repetitive thghts.—frequency 


—degree incapac.|| | 
Hallucinations—frequency 


—degree incapac. 
Totat ScorE 
(Divide by) No. items rated 
Final Q. P. 8. S. Rating 


REMARKS: 
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THE FUNCTION OF THE “ADMINISTRATIVE GROUP” IN A MENTAL 
HOSPITAL GROUP THERAPY PROGRAM? 


BERNARD A. CRUVANT, M.D.,2 Wasuincton, D.C. 


The rapid increase in the formal utiliza- 
tion of group psychotherapy in mental hospi- 
tals since World War II has tended to ob- 
scure the fact that group principles have 
always been implicit in mental hospital treat- 
ment programs. In this sense, the question 
as to whether a mental hospital is to have a 
group therapy program is academic since 
patients in a hospital always live in groups. 
The only question is whether this group ex- 
perience is to be useful, meaningful, and 
therapeutically beneficial. 

This essay sketches briefly the experiences 
in the development of a comprehensive pro- 
gram of group and milieu therapy in a mental 
hospital that led to the recognition for the 
need of an “administrative group” as dis- 
tinguished from the “therapeutic group” 
therapy sessions. 

Previous papers(1) described more fully 
the therapeutic program instituted in the 
“maximum security section” of Saint Eliza- 
beths Hospital beginning in 1946. Although 
all of the major diagnostic categories were 
represented, the patients in this building fell 
predominantly into the “personality dis- 
orders” (with and without psychotic reac- 
tion) and the paranoid psychoses, particu- 
larly paranoid schizophrenia. There was an 
appreciable number of severe psychoneu- 
roses, and later a substantial group of “non- 
psychotic” sexual deviates committed as 
“sexual psychopaths.” 

Before the present program was instituted, 
the patients lived under virtually custodial 
care in a restrictive and repressive atmos- 
phere, with little recreational or occupational 
activity. Our first action was to institute 
group therapy sessions on the 2 admission 
wards. Simultaneously, every procedure in 
effect for the care of the patients in the 
building was reviewed, and all restrictions 
that could not be unequivocally supported 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 Chief, Psychiatric Service, Saint Elizabeths 
Hospital, Washington, D. C. 
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were removed. Gradually a therapeutic mi- 
lieu evolved as additional group activities 
were instituted and the occupational and 
recreational program was immeasurably ex- 
panded. 

Initially, the physician in charge of the 
service also served as one of the group psy- 
chotherapists. It was soon discovered that 
“gripes”—real or fancied—jockeying for 
role or status and attempts to manipulate the 
administrator (who could extend privileges) 
seemed to be interfering with therapeutic 
progress in his group. In comparable groups 
led by other therapists it was noticed that 
this was occurring although to a materially 
lesser extent. The personality of the thera- 
pist did not seem to be as determinant as his 
hospital hierarchical status. It seemed prob- 
able that these diversionary maneuvers were 
being utilized by some of the group members 
as powerful “resistances.” 

In addition to interferences by unconscious 
manifestations such as transference and resis- 
tance, there was a conscious reluctance on the 
part of many patients to express attitudes 
and feelings in the presence of the physician 
who they knew, i: a real way, had the author- 
ity and power to use that information to 
effect very real changes in the conditions of 
their living, particularly in the direction of 
ever-greater restriction. This was pre-em- 
inently so whenever material that was of im- 
portance to the patient threatened to emerge 
in the group discussions, since such material 
is often assumed to sound as threatening or 
“dangerous” to the therapist as it was to the 
patient. 


THE ROLE OF AUTHORITY IN MATURATION 
AND ILLNESS 


A basic principle underlying most current 
psychotherapeutic endeavors is the concept 
of the impulse—-control balance. Impulse is 
roughly equated to the hidden striving or in- 
stinctual impulses, and control to ego 
strength, as buttressed or weakened by super- 
ego factors. Experiences in group and in- 
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dividual therapy have impressed me with the 
frequency with which relationship to, and 
manner of dealing with, authority is a nuclear 
problem. Where the primary manifestation 
of psychopathology is a tendency to “act 
out” conflicts, then feelings of hostility and 
its economic management is a basic problem. 
This hostility usually arises initially as a re- 
sult of very unfortunate experiences with 
authority. One of the major characteristics 
of the patients in this group is an inability to 
postpone gratification without translating the 
attendant anxiety into some behavioral mani- 
festation directed toward an immediate real 
or fancied figure of authority. Often the di- 
rection is disguised by seeming to be self- 
defeating or self-destructive. In this view 
the activity is not simply the expression of a 
“need for punishment” but a more complex 
deficiency in maturation with still unde- 
termined factors in causation. 

With this premise we might consider 
limited or “brief” therapeutic goals with 
patients with primarily autoplastic symptom- 
atology as emphasizing the need for an in- 
crease in ego tolerance of id drives, whereas 
with patients who “act out,” particularly in 
serious antisocial behavior, the emphasis is on 
an increase in capacity for ego mastery even 
(if required by the gravity of the social 
problem) at the expense of potentiation of 
personality capacities. . 

In consequence of the above, the intensity 
of the transference manifestations, particu- 
larly negative transference, that are precipi- 
tated during the course of psychotherapy of 
patients with behavioral reactions are often 
of such quality as to seriously interfere with 
the continuation of treatment. 

The foregoing can be considered in es- 
sence a very sketchy review of the “strategy” 
conditioning such treatment. Group therapy 
in general and the “administrative group” in 
particular can be considered as one of the 
variety of “tactics” used to deal with inter- 
ferences in treatment. 


STRUCTURING THE GROUP 


All groups must be structured. There 
needs to be an integrating principle about 
which the group can coalesce and then a 
developmental process during which the in- 
dividuals in the group finally come to actually 


deal in a meaningful way with their com- 
munications. It is erroneous to consider that 
group therapy consists of an arithmetical 
collection of individuals, who are more or less 
ill, gathered simultaneously in the presence of 
another person, designated as the group ther- 
apist, who is assumed to be somewhat less ill 
than those with whom he is dealing. 

For the “administrative group,” initial 
structuring along the lines explicit in demo- 
cratic procedures is useful as a time-tested 
procedure for social group operation. In fact, 
a brief preliminary drill in the rudiments of 
parliamentary procedure was found to be 
very beneficial. Virtually none of these pa- 
tients had ever belonged to a club, lodge, 
fraternal organization, or other body group- 
structured for concerted social action. This 
finding would certainly be illuminating in the 
context of current psychological field theory. 

The structured group elects officers and 
conducts its sessions in accordance with a 
previously prepared memorandum of agenda. 
The “administrator as therapist” occupies a 
role roughly analogous to “faculty advisor” 
or “sponsor” and is present only as a liaison 
representative to the hospital hierarchy. 

The rapidity with which even the most 
psychotic patients come to distinguish genu- 
inely administrative complaints by other pa- 
tients in the group and only seemingly real 
administrative complaints, whict: actually 
represent irrational attempts to deal with 
anxiety, is endlessly informative. It is im- 
portant to establish the principle that individ- 
ual administrative problems or requests 
(such as discharge, transfer, or privileges) 
are not heard in the group meeting but are 
dealt with by the administrator in individual 
conference with the patients concerned. If 
these requests represent, as they frequently 
do, unresolved aspects of illness they are re- 
ferred to group or individual therapeutic ses- 
sions by the administrator or by the group. 
There is thus an additional effect of the ad- 
ministrative group in combating the individ- 
ual patient’s narcissism by vetoing discussion 
of his “personal” rather than the “group’s” 
problems in the administrative group. 

An administrative group meeting is held at 
least once weekly with each group under 
treatment, and more often if requested by 
any of the groups. The meeting is attended 
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by the physician-in-charge and the nurse-su- 
pervisor in charge of personnel of the build- 
ing. Once a month a general meeting is held 
where all the groups in the building meet as 
one large administrative group. 

The preponderant number of problems 
raised are quite valid and reasonable. A de- 
tailed tabulation is not germane, since many 
of these are specific to the situation. Of gen- 
eral application, however, must be the com- 
plaints raised about the food (particularly 
the manner of preparation and service), dis- 
junctive experiences in relationships with 
certain attendants, occupational, recreational, 
and other types of therapy, and other pa- 
tients who are destructive to comfortable 
group living. As problems are brought up 
and discussed and decisions reached by the 
group as a whole, often a compromise is in- 
volved. 

The function of the administrator in the 
group is to interpret reality to the patients. 
He must actually play, in all of its multiform 
aspects, the role of the “good parent.” One 
factor that seems to me too often insuffici- 
ently emphasized in evaluating therapeutic 
procedures is that some people who become 
mentally ill do so in large part because of 
certain experiences, and that these can im- 
prove because of other experiences, includ- 
ing (sometimes) those with a psychiatrist. 
The administrative group is potentially an 
example of such a. corrective emotional ex- 
perience when properly instituted. 

For the conscientious and sincere admin- 
istrator the administrative group is, in turn, 
an invaluable contribution to his own profes- 
sional growth provided he is willing to toler- 
ate the concomitant anxiety. Through patient 
attentiveness without hasty intervention or 
explanation, he learns a great deal about what 
is really wrong with the patients’ living con- 
ditions and many times unearths conditions 
of which he would otherwise be totally una- 
ware and which he can readily correct. Such 
a group often puts a spotlight on undesirable 
employees. I have found that the competent 
attendants invariably appreciate what is done 
in the group and the less competent ones fre- 
quently improve in response to group-devel- 
oped social attitudes. Completely undesirable 
employees can be identified in an unequivocal 
way not otherwise possible. 

In the beginning the administrator needs to 


exercise considerable direction in the activi- 
ties of the group but as it becomes more fully 
structured his activity becomes less until it is 
virtually minimal. As various members of 
the group bring into focus rational problems 
or irrational distortions of the hospital-as- 
authority, other members act as ancillary ad- 
ministrators in dealing with the problem, 
arriving at an equitable solution, and strip- 
ping away any irrational distortions. It is 
obviously more difficult to establish valid and 
rational reasons for feelings of anger and 
resentment towards a peer who is actually in 
the same situation with the complaining pa- 
tient than it is toward the anachronistically 
colored figure of the administrator. 


PSYCHOLOGICAL PROBLEMS OF THE ADMIN- 
ISTRATOR 


Basically, of course, the psychological 
problems of the administrator acting as an 
administrative group therapist are individual 
to him, as a person who must assume a role 
of responsibility and authority. One can, 
however, note some general problems which 
seem to be reasonably common and frequent.*® 

The psychiatrist, in common with many of 
his patients, may also have experienced dif- 
ficulties in dealing with authority with, how- 
ever, his unresolved resentments being re- 
pressed or subtly manifested in “character 
operations” rather than in more overt “acting 
out.” Recognizing, intellectually at least, the 
possibility that his patients’ difficulties may 
stem from overrestrictive and rejecting pa- 
rental and other figures in the past, he may 
be inclined to correct their ills by a polar 
opposite. The sudden removal of all restric- 
tions, without prior emotional preparation of 
either patients or personnel may produce a 
chaotic situation with a resultant pendulum 
back swing at the insistence of higher 
authority. 

Occasionally there seems to be some mis- 
understanding (even by psychiatrists) as to 
the distinction between an attitude of permis- 
siveness and one of sanction or approbation. 
This has been pointed up indirectly by John- 
son and Szurek(2). Permissiveness in the 
acceptance of aberrant behavior without im- 
mediate or excessive restriction is not identi- 


8 It has been said that honest confession is good 
for the soul although bad for the reputation. 
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cal with approval of such behavior nor 
should the therapist imply by verbal or non- 
verbal communication that he has no further 
expectation of the patient. It is also impor- 
tant to note that patients in this group have 
the capacity to induce a great deal of con- 
scious and unconscious hostility in some psy- 
chiatrists which is then rationalized by them 
as righteous indignation. Thus, despite the 
psychiatrist’s best intentions, he may be 
unwittingly impelled into attitudes of puni- 
tiveness and reprisal, with endlessly rever- 
berating response from his patients in this 
category. 

Usually the administrator, because of his 
awareness of the importance of previous 
restrictiveness in the genesis of patients’ dif- 
ficulties, is at first inclined to be quite len- 
ient. This may produce anxiety in his col- 
leagues or subordinates. The administrator is 
faced with the implicit or explicit statements 
of others that he is being manipulated and 
outwitted. At that point, if he is quite in- 
secure with regard to his own feelings about 
authority and about himself as an authority, 
he is likely to go to one of the polar extremes 
of overpermissiveness or overrestrictiveness 
or else resign the task. Here can be observed 
the administrator who, in a caricatured at- 
tempt to be the benevolent authority, aban- 
dons his administrative responsibilities for 
making clinical decisions and the interposi- 
tion of appropriate restrictions on the activi- 
ties of particular patients anxiously “testing 
the limits” until his hand is forced. Outraged 
by his patients’ “ingratitude” he turns his 
hospital wards into a medieval prison. 

If the administrator’s problems are only 
moderately severe he may act with a syn- 
thetic pretense of acceptance in the group 
meeting (the insincerity of which is quickly 
perceived by his patients), meanwhile pre- 
senting quite a different face to his superiors 
and subordinates. 

Finally one may have an administrator 
who, under the goad of anxiety, vacillates 
from one extreme to the other, this being 
probably the most destructive type of behav- 
ior. We might have in this case the picture 
of an administrator who makes ward rounds 
as follows: either he goes through the build- 
ing at a steady trot, talking to no one; or it 
takes him 3 days to make rounds once be- 
cause he wants to talk to everybody. He has 


no notion of how to decide whether a patient 
is making use of his time constructively or is 
merely usurping unfairly such opportunities 
in a power struggle with other individuals 
including the administrator. 


CONSCIOUS FACTORS IN CROUP FUNCTION 


While current concepts of psychotherapy 
stress the dynamic importance of unconscious 
motivations and the mechanisms of defense, 
neither classical psychoanalytic therapy nor 
other varieties of psychotherapy ignores or 
minimizes the importance of conscious moti- 
vation. The administrative group interaction 
p.ovides for the helping of one’s self and 
others, the awareness of similarities in emo- 
tional distress in one’s self and others and im- 
itation of the leader. In consequence there is 
an increase in many participants of feelings 
of acceptance, belongingness, personal signifi- 
cance, and security. Many of our patients 
have never previously belonged to any kind 
of group democratically structured to bring 
about social action through acting in concert 
to express a common desire. Although in- 
secure and even timorously fearful of being 
ineffective, the patient can draw strength 
from a feeling of identity and continuity with 
other members of the group. There is thus 
an opportunity to increase his feelings of in- 
dividual ego strength through the feeling 
of environmental mastery by group action. 

Paradoxically, through the group approach 
many of the participants had an actual in- 
crease in feelings of individuality. The ad- 
ministrative group was an overt expression of 
the interest of the hospital administration in 
the patient’s feelings and attitudes. Mani- 
fest evidence that just complaints brought 
swift correction increased the prestige of the 
patient who initiated the process or, better 
yet, proposed an acceptable solution. Desires 
for overt recognition by his fellows of one’s 
personal worth do not cease with commitment 
to a mental hospital. Many patients gained a 
sense of personal participation, a sense of re- 
sponsibility for their own contribution to the 
realities and many of the discomforts of their 
own living. In the free give-and-take of the 
administrative group they learned not only 
competition but also compromise, ineluctable 
complements to living in society. Such a 
resocializing process is a sine qua non par- 
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ticularly for patients whose difficulties have 
been translated into antisocial behavior if 
they are to hope to return to living in society 
without subsequent interruption. The primal 
importance of resolving interpersonal dif- 
ficulties in the resocialization process should 
also condition all other activities with pa- 
tients, including occupational therapy, since 
eventually they must learn to live with other 
people and not only with rugs and baskets. 


CoNCLUSIONS 


When a group therapy program is insti- 
tuted on a psychiatric service with patients 
who have in the past predominantly trans- 
lated their emotional conflicts into antisocial 
behavior, the occasions may become “gripe” 
meetings rather than “group” meetings. This 
is particularly true when the administrative 
physician serves as the group therapist. Insti- 
tution of administrative group meetings, led 
by the physician-in-charge, serves several 
purposes. 

1. It exposes as diversionary maneuvers 
by various group members irrational distor- 
tions of the administrative physician as a 
surrogate authority. 

2. The sessions uncover transference and 
resistance phenomena previously cloaked as 
reasonable “gripes,” thus preventing stasis 
of therapeutic progress. 

3. Jockeying for status with the group 
leader as an antithetical factor in the thera- 
peutic group sessions is reduced. 

4. Reality-determined conscious reluctance 
about revealing emotion-charged material for 
fear of provoking a restrictive reaction if the 
group therapist is also the administrator is 
attenuated. 

5. The meetings furnish the administrator 


with valid information about what is really 
wrong with the conditions under which his 
patients are living and this enables him to 
correct many untoward environmental in- 
fluences immediately, to plan for long-term 
correction of others, and to interpret to the 
group administrative difficulties and limita- 
tions. As often as necessary I take a copy of 
the hospital budget to the administrative 
meeting to explain exactly how the annual 
appropriation is spent in each category. 

6. The administrative group experience 
can promote professional growth (and may 
also provoke acute anxiety) in the adminis- 
trative psychiatrist. 

7. The administrative group serves a valu- 
able function in therapy by providing a con- 
tribution to increasing individual ego strength 
in the patients participating. 
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PSYCHOTIC DEPRESSIVE REACTIONS IN SOLDIERS WHO 
ACCIDENTALLY KILLED THEIR BUDDIES 


CAPTAIN AARON T. BECK, M.C., U. S. Army? anp 
SIGMUND VALIN, Ph. D.,? Oanu, Hawau 


Five soldiers who experienced severe psy- 
chological disturbances after accidentally 
shooting and killing their buddies in Korea 
were observed at Valley Forge Army Hos- 
pital between May and August of 1952. 
These patients presented similar clinical pic- 
tures consisting of pervasive depression and 
a variety of psychotic manifestations. The 
content of their thoughts, fantasies, and 
dreams revolved largely around the fatal 
event. Certain similarities were noted in 
their inability to integrate the traumatic ex- 
perience, the kind of premorbid adjustments 
they had made, and their basic character 
structures. 

In view of the several parallel features, it 
was felt that an intensive comparative study 
of these cases might yield some significant 
data. In the course of investigation, our at- 
tention was focused particularly on 2 gen- 
eral problems evolving from the material: 
(1) Although the accidental killing of a 
close friend or relative is not uncommon (as 
in hunting accidents, automobile accidents, 
etc.), the trauma is generally handled by con- 
ventionally approved reactions of guilt and 
mourning and rarely produces a depression 
of psychotic proportions. This prompted con- 
sideration of why the patients in this study 
showed such a malignant reaction. (2) The 
material also stimulated an inquiry into how 
the patients handled the trauma. Since a 
single specific event could be identified as the 
precipitating stress, it threw into bold relief 
the shifting defenses that were elaborated in 
response to it. 

This paper will present a summary of our 
findings in these cases and a discussion of 
these 2 special areas of investigation. 


1 Read at the 1o9th annual meeting of The Amer- 
ican Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 Chief, Closed NP Section, Valley Forge Army 
Hospital, Phoenixville, Pa. 

8 Chief Psychologist, Territorial Hospital, Kane- 
oke, Oahu, Territory of Hawaii. 


CLINICAL FINDINGS 


Pertinent material was obtained in psychi- 
atric interviews and by means of psychologi- 
cal tests. Additional data on their premor- 
bid adjustments were gathered from the 
patients’ families and in some cases from 
their unit commanders and from social 
agencies. 

On clinical examination, 3 of the patients 
showed a typical psychotic agitated depres- 
sion: uncontrollable crying, self-recrimina- 
tion, suicidal impulses, extreme motor rest- 
lessness, and hallucinations. The auditory 
hallucinations in 2 of the cases consisted of 
a double set of “voices.” One of the patients 
described his experience as follows: “One 
voice said ‘this is it . . . take a rifle, put a 
clip in and kill yourself.’ Then the other 
voice said ‘don’t do it. It won’t do any good. 
Then there will be two [dead].’” Two of 
these patients also had visual hallucinations 
of the dead buddy. The onset of the acute 
symptoms in all three cases was sudden and 
occurred from one to 9 months after the 
shooting episode. 

In the other 2 cases, the depression was 
more insidious in onset and not as over- 
whelming ; while they showed definite psy- 
chotic disorganization of formal thought 
processes, there were no hallucinations or 
actual suicidal attempts. 

The 3 acute cases showed a resolution of 
the depressive and psychotic components with 
electroconvulsive treatments and psycho- 
therapy (2 cases) or psychotherapy alone (1 
case). The 2 subacute cases did not receive 
ECT therapy and showed moderate improve- 
ment with psychotherapy. 

Investigation of the backgrounds of these 


4 Tests administered were: (1) Wechsler-Belle- 
vue, Form I; (2) Wechsler Memory Scale; (3) 
Draw-A-Person Test; (4) Rorschach; (5) The- 
matic Apperception Test and (6) Sentence Com- 
pletion Test. One patient (Case 1) was transferred 
to another installation before tests could be ad- 
ministered. 
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patients revealed an unusual amount of fric- 
tion and confusion in the family. In each 
case, the father drank heavily and either neg- 
lected or completely deserted the family ; 
what rearing was done being left to the 
mother. This condition militated against the 
formation of stable and healthy identifica- 
tions and contributed to the formation of a 
strikingly ambivalent orientation. The pa- 
tients’ relations with other people were 
strongly influenced by their ambivalent feel- 
ings and insatiable receptive needs. Although 
on the surface they appeared generally sub- 
dued and compliant, they gave vent at times 
to intense angry feelings. 

Four of the 5 patients were questioned 
specifically regarding their earliest memories. 
In each case, the earliest or one of the earliest 
recollections spontaneously produced in- 
volved accidentally or deliberately starting a 
fire. Studies of early memories have indi- 
cated their value as a representation of the 
psychopathology in a given case (I, 3). 
The memory of setting fires in these cases 
may be a condensation of many events and 
feelings and epitomizes their impulsiveness 
and unstable ego development. 

Despite the record of only a marginal ad- 
justment in school and at work, all the pa- 
tients had a good level of performance in the 
army up to the time of the accidental shoot- 
ing. There was no history of any previous 
psychotic breaks, nor was there any evidence 
that they were already psychotic at the time 
of the accident. 

The details of the various fatal accidents 
may be condensed as follows: In the typical 
case, the patient knew the buddy for a sub- 
stantial period of time before the accident 
and considered him his best friend. (There 
may be an element of retrospective distortion 
in this, however). The accident occurred 
either on the line or just behind the line dur- 
ing a period of danger from enemy action. In 
3 cases, the deaths resulted from mistakes on 
the buddy’s part, such as failing to give a 
password or advancing into covering fire 
provided by the patient. In the other 2 cases, 
the circumstances surrounding the accident 
indicate that it could have been purely for- 
tuitous. Although it is possible in these 2 
cases that unconscious hostility towards the 
buddy might have played a role in the shoot- 


ing, there was no definitive evidence to sub- 
stantiate this. 


CASE REPORTS 


Case 1.—A 21-year-old soldier was referred to 
Valley Forge Army Hospital from a disciplinary 
barracks to which he had been confined for “cul- 
pable negligence”. While near the line in Korea, 
he and his best buddy, Buck, had been working very 
hard laying wire. They paused to take a break and 
started “fooling around” and throwing water at 
each other. Buck threw a loaded carbine to him 
and he accidentally discharged it into Buck’s mouth 
and killed him. Buck and he had been best friends 
for a long time and had worked together as a soli- 
tary pair for several weeks. He had a clinging at- 
tachment to Buck, who was a very self-sufficient 
and adequate person. He subsequently stated, “Buck 
was the only person who ever understood or loved 
me.” 

Because of the negligence involved in the careless 
handling of a loaded gun, the patient had a general 
court martial 3 months later and was sentenced to 
confinement at hard labor for 3 years. At the time 
of the court martial he appeared to be struggling to 
contain his guilt feeling and had only a vague recol- 
lection of the details of the accident. However, he 
was able to maintain good contact with reality until 
9 months later. At that time he began to ruminate 
constantly about his offense. Within a few days, he 
experienced an acute psychotic break. He was 
transferred to Valley Forge Army Hospital in a 
very disturbed state. He was crying violently, at- 
tempted to strangle himself with his pajamas and 
then to slash his wrist on the window screen, and 
was extremely combatative. He had visual hallu- 
cinations of Buck and carried on long conversations 
with him. He revealed that at times Buck told him 
“bad things” and at other times “good things”. 
The “bad things” were that he should kill himself 
and the “good things” that he should keep on liv- 
ing. He was given a series of 20 electroshock treat- 
ments and experienced a complete remission of his 
psychosis. 

Past History.—The patient encountered an un- 
usual number of difficulties during childhood and 
adolescence. According to information from a so- 
cial agency, the father was a severe alcoholic and 
the mother was a very unstable individual. They 
both neglected the children to the extent that they 
were placed in foster homes. During adolescence 
the patient was in a state home for boys. He was 
seen in several mental hygiene clinics for “nervous- 
ness” and explosive bursts of anger. He stated 
that he always felt ineffective and inferior to other 
boys. Just prior to going overseas (and 8 weeks be- 
fore the accident), he impulsively married a girl he 
had known for a short time. Shortly after arriving 
overseas, he learned that she was unfaithful. This 
incident apparently intensified his dependent attach- 
ment to Buck. 
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Case 2.—A 20-year-old rifleman was transferred 
to Valley Forge Army Hospital from Japan be- 
cause of intractable pain in the right lower quad- 
rant, recurrent AWOL’s, and depression. At 5:05 
a.m. while on the line in Korea he mistook his 
buddy who was returning to their foxhole for an 
enemy soldier. When the buddy failed to respond 
to his challenge, he opened fire on him. The bullets 
struck the other soldier in the right lower abdomen 
just below the belt. No official punitive action was 
taken but the patient was ostracized by his com- 
rades. One week following the accident at approxi- 
mately 5:05 a.m., he awoke with a sharp pain in 
the right lower quadrant of the abdomen. He had 
just had a dream of shooting the buddy in this 
exact area. This dream with a few variations oc- 
curred almost nightly, and the patient’s right lower 
quadrant pain gradually increased in duration and 
intensity until it was almost constant and was in- 
tractable. He was hospitalized for a long period 
with a variety of medical diagnoses. During this 
time he tried with some success to “forget” about 
the accident. He did not come to psychiatric at- 
tention until a year after the accident. At that 
time, it was noted that he had become increasingly 
depressed and gave a history of many AWOL’s 
since the accident. He complained of tremendous 
and sometimes overpowering urges to cut off his 
trigger finger or mutilate himself in some other 
way. Behind a fairly well-preserved “front” he 
showed many signs of autistic thinking and dis- 
organization. With psychotherapy, he became 
aware of some of the reasons behind his great need 
for punishment. As he put it, “I am my own judge, 
jury and executioner.” He expressed his feelings 
toward his buddy by saying, “He was.a brother to 
me.” In this conection, it is interesting to note that 
his feelings towards his brother were highly 
ambivalent. 

Past History.—The patient gave a ‘ifelong his- 
tory of periodic eruptions of violent feelings. He 
did not have any close friends because “you can’t 
even trust a best friend.” He had frequent fights at 
schoo! and on several occasions exchanged blows 
with his father, who was a chronic alcoholic. As a 
child, he had recurrent dreams about a “wolf man” 
ripping people’s throats open, etc. At times, he 
would awaken and feel his own skin to see whether 
it was turning into wolf's fur. After the accidental 
shooting these dreams recurred. When asked 
about his earliest memory, he recalled setting fire 
to a garage at age 6 or 7. 

Report of Psychological Examination.—At time 
of testing, the patient was functioning in the dull 
normal range of intelligence, with little disparity 
between performance and verbal-type abilities and 
evidence of higher intellectual potential present. 
Considerable variability of subtests within the scales 
was found, reflecting unevenness of intellectual 
functioning. Tests reflecting powers of attention 
and concentration were poorly done, indicating 
gross anxiety. The over-all performance indicated 
a severe emotional disturbance of psychotic pro- 
portions. Memory testing did not indicate any 
gross memory defect but rather errors that could 


be attributed to emotional disturbance. Personality 
study revealed a depressive, withdrawn, insecure in- 
dividual who manifested paranoid ideation. Reality 
testing and ego strength were low; perceptual ex- 
perience reflected confabulatory qualities. The ag- 
gressive elements and depressive reaction were out- 
standing in both quality and quantity. Personality 
seemed basically to resemble the hysterical type. 


Case 3.—While examining a revolver behind the 
line in Korea, a 20-year-old soldier accidentally 
discharged the gun, shooting another soldier 
through the chest and killing him. He was sen- 
tenced to 2 years at hard labor for “culpable negli- 
gence.” Eight months after the accident while 
serving his term, he became increasingly upset and 
had to be hospitalized. He began to engage in ob- 
sessive rumination about the accident and in fan- 
tasies that would magically undo the deed. Within 
a few weeks, he became openly psychotic, suicidal, 
and violent. He had visual and auditory hallucina- 
tions involving the dead soldier. He saw the latter 
come to him sitting on a cloud and holding a re- 
volver in his left hand. The soldier would upbraid 
him for what he had done and then “take off” in 
reverse. In the course of 20 electroshock treat- 
ments, there was complete remission of symptoms. 

Past History.—The patient always had difficulties 
with a “violent temper” and with impulsive be- 
havior when playing with other children. If 
frustrated in any way, he would want to fight. Dur- 
ing adolescence, he became an amateur boxer but 
was “more a slugger than a boxer.” His school 
and job adjustments were very poor. His father 
was an uneducated, brutal man who gambled and 
drank away most of the family’s finances. One of 
the patient’s earliest recollections was of setting 
fire to a mailbox when he was 8 or 9 years old. 

Report of Psychological Examination.—Pressure 
underlying thinking, excessive and loosely con- 
nected verbalizations, personalization, hostility, 
negativism, tendencies toward impulsive behavior, 
and apprehension were all observed. To the TAT, 
the subject reacted with frequent histrionics. 
Present intellectual functioning seemed lowered 
from a characteristic level in the low average range 
to about borderline range. The general picture 
suggested a hysterical character with “acting out” 
tendencies and low ego strength. These qualities of 
personality were reflected in great detail on the 
projective tests, which demonstrated the depres- 
sive components, the emotional turmoil, the highly 
repressive defenses and aggressive reactions to 
sexual topics, the pressure underlying thinking, and 
the histrionic reactions. 


4.—A 22-year-old rifleman accidentally 
shot his platoon sergeant while on patrol in Korea. 
He tried to conceal his emotional reaction to the 
event but a month later he began to hear voices say- 
ing, “This is it . . . take a rifle and put a clip in 
and kill yourself.” Another voice then said, “Don’t 
do it, it won’t do any good. Then there will be two 
of you [dead].” At the time of his transfer to Val- 
ley Forge Army Hospital he showed moderate 
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agitation, depression, and tremendous anxiety. He 
frequently expressed the fear of losing his genitalia. 
In the course of psychotherapy, his symptoms 
largely abated. 

Past History.—Review of his family history indi- 
cated that his father drank a good deal and gambled 
away most of the family money. The patient had 
a poverty of affective relations with other people, 
lifelong feelings of inadequacy, and difficulties in 
getting along at school and in a wide variety of 
jobs. His earliest recollection was of accidentally 
setting fire to a truck when he was about 6 years 
old. 

Report of Psychological Examination.—Intellec- 
tual functioning was marked by verbal-type abilities 
in the borderline intelligence range and perform- 
ance-type abilities in the bright normal range. His 
reactions to the Rorschach color cards indicated 
considerable capacity to act out aggressively and 
with primitive force and reactions of “prettiness” 
characteristic of hysterics. The patient generally 
resembled those hysterical characters whose de- 
fenses deny and repress on a verbal level urgent 
aggressions and sexual conflicts. 


Case 5.—A 24-year-old rifleman accidentally 
shot his best friend, Cal. He was covering a patrol 
action by his platoon with machine gun fire when 
Cal advanced into the line of fire and was killed. 
The patient showed considerable self-recrimination 
after the deed. His guilt apparently abated some- 
what when 2 months after the accident he struck 
his eye against the butt end of a rifle and subse- 
quently lost his eyesight in that eye. However, be- 
cause of lingering depression and frequent AWOL’s 
he was admitted to the psychiatric service of Valley 
Forge Army Hospital. When examined, he ap- 
peared to be moderately withdrawn, quite depressed, 
and showed’ many peculiarities of facial expression 
and thought content. 

Past History.—The patient’s father deserted the 
mother when the patient was 2 years old. The 
mother remarried 1 year later. The patient recalls 
that 3 months after the marriage he was playing 
with matches and set a field on fire. He always had 
a strong need to insulate himself from intimate re- 
lationships. In fact, Cal was “the best friend I ever 
had.” 

Report of Psychological Examination.—Intel- 
lectual functioning was associated with the dull nor- 
mal range, with no marked differences between ver- 
bal and performance scales nor great dispersion of 
subtests about the mean. Qualitatively, numerous 
psychotic responses were found and bizarre be- 
haviors were noted. Some of the memory tests 
revealed gross inability to recall verbal material 
but average retention for nonverbal material (de- 
signs). Withdrawn, distorted, and extremely de- 
pressed attitudes were reflected by the body-image 
drawings; the stories given also revealed severe 
depressive withdrawal. Other projective tests in- 
dicated what might be called an aggressive-depres- 
sive syndrome. Under such emotional stress, ego 
control appeared inadequate or gave way to psy- 
chotic solutions. Punishing, overwhelming super- 


ego feelings varied with primitive aggressive reac- 
tions reflecting both homicidal and suicidal 
phantasy. 


SUMMARY OF PsyCHOLOGICAL FINDINGS 


Four of the 5 patients were studied by 
means of psychological examinations after 
they had made some recovery from their 
psychotic depressive reactions. In all 4 pa- 
tients, psychotic residuals of varying degree 
were still present. Depressive affect involv- 
ing suicidal phantasy and primitive aggres- 
sive reactions against the environment were 
found associated together. Ego control could 
not cope satisfactorily with such reactions, 
but all the patients showed some attempt to 
gain objectivity. Three of the 4 (Cases 2, 3, 
4) seemed to have had particularly poor 
character defenses for such traumata as they 
had experienced. Their test records indi- 
cated meager cultural backgrounds, verbal 
abilities further disrupted by repressive 
mechanisms, and considerable “acting out” 
tendencies. Memory for verbal-ideational 
material was uniformly inferior to memory 
for nonverbal material. Performance abili- 
ties were generally superior to verbal. De- 
nial, repression, anxiety, and overt aggres- 
sion figured strongly as defensive measures. 
Hysterical character types with varying 
degrees of psychopathic tendencies were 
strongly suggested. 


DisicUSSION 


In considering the question of why the 
reactions in these cases were so severe, 2 
major contributing factors emerge—the pres- 
ence of unconscious hostility towards the 
buddy and the fragile personality structure 
of the patient. 

Previous studies of severe depressions fol- 
lowing the loss of a buddy in combat (4, 5) 
have stressed the prominent role of uncon- 
scious hostility in the genesis of the break- 
down. The cases investigated by these au- 
thors were found to have quantities of 
repressed hostility towards their loved ones 
in the family and their close companions in 
the service. When their buddies were killed 
as a result of enemy action, the unconscious 
death wishes were suddenly gratified. How- 
ever, this made them feel as though they had 
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killed the buddies and aroused overwhelming 
feelings of guilt and self-condemnation. 

Investigation of the present series of cases 
points likewise to the important role played 
by repressed hostility towards the buddy. Al- 
though it was not possible to quantify this 
hostility, there were a number of indications 
of its presence—in the patients’ verbaliza- 
tions, dreams, and parapraxes, and in the 
projective tests. This raised the question of 
how these hostile feelings towards their bud- 
dies originated. It is apparent that there is 
no single, simple explanation for the pres- 
ence of the hostility. However, it is possible 
to formulate several developmental and situa- 
tional conditions that contributed to its 
formation. These are somewhat overlapping, 
and evidently more than one are involved in 
each case. 

First, in the intimate situation existing in 
a combat area, raw, unmodulated feelings of 
an intensity that may not have been experi- 
enced since childhood tend to be evoked. 
Loves, loyalties, rivalries or jealousies, may 
appear in exaggerated form. Family con- 
stellations tend to be revived as the soldier 
unconsciously casts his buddies and officers 
in the role of siblings and parents (Case 2). 
He is inclined to invest his comrade with a 
wide spectrum of feelings originating in 
earlier relationships. Highly ambivalent in- 
dividuals such as the patients studied are 
especially prone to displace negative as well 
as positive feelings into their relationships 
with their comrades-at-arms. 

Secondly, an individual who has been 
shackled by lifelong feelings of inferiority 
and inadequacy is frequently driven to attach 
himself to a stronger person who will satisfy 
his dependent needs. This was clearly seen 
in Case 1. At the same time, this subordinate 
position makes him all the more aware of his 
weakness and inferiority and stirs up envy 
of and resentment towards his benefactor. 
Moreover, the gratification of passive- 
receptive cravings through another man may 
stimulate latent homoerotic feelings and thus 
intensify the conflict. 

Thirdly, it has been observed that some 
soldiers resort to a variety of primitive and 
magical devices to ward off the intense fear 
of annihilation in combat. These magical 
thoughts have their origin in the archaic por- 


tion of the psyche which is more concerned 
with self-preservation than ethical or moral 
considerations and has a peculiar “logic” of 
its own. One of these devices is the fantasy 
of invulnerability, expressed in such thoughts 
as “Everybody else in the platoon may get 
killed but I’ll be spared,” or with reference 
to the buddy, “It’s going to be him [who will 
be shot] not me.” 

The soldier may regard the buddy sharing 
the foxhole with him as a rival in the struggle 
for survival and thus develop the attitude, 
“It’s him or me.” In the primitive logical 
(or paralogical) system, the corollary is also 
true: “If he is killed, then I will automati- 
cally be saved.” This thought may be dimly 
perceived or may be completely repressed. 
However, since it embodies a certain wish 
that the buddy should be the one to get shot, 
this attitude sets the stage for a guilt reac- 
tion if anything happens to the buddy. In 
the event that the buddy is killed, the soldier 
manifests his guilty feelings by berating him- 
self for various errors of omission or com- 
mission as though these in themselves were 
responsible for the buddy’s death. Actually, 
of course, the soldier is blaming himself for 
his wanting the buddy to be the victim rather 
than he. 

The first important condition contributing 
to the severity of the reactions, thus, was 
the presence of unconscious hostility towards 
the buddy derived from one or more of the 
sources described above.’ When the accident 
occurred, the patient felt that his hostile or 
death wishes had been actualized and that 
these wishes, rather than fortuitous circum- 
stances, were responsible for the buddy’s 
death. This, in itself, aroused many guilt 
feelings. In addition, he was confronted with 
the objective fact underscored by the angry 
and reproachful reactions of his other com- 
rades, that he had fired the fatal shot. Ac- 
cording to the system of self-evaluative and 
vindictive attitudes represented by his con- 
science, he was a murderer and should be 
punished. These overwhelming superego 
pressures imposed a massive strain on the 
psychological structure. 


5 For purposes of corroboration, an investigation 
of soldiers who did not become ill after accidentally 
shooting their buddies should also be made. How- 
ever, such cases were not available for this study. 
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Another important tension generated by 
the unconscious hostility was retaliative anx- 
iety. This primitive fear of being mutilated 
or killed for one’s destructive impulses(6) is 
related to the feeling of guilt but is experi- 
enced as a terror of attack from the external 
world. It was most clearly exhibited by one 
patient (case 4) who expressed strong fears 
of having his genitals injured. His associa- 
tion to this was the detail that he had shot 
his buddy in this area. In addition to guilt 
and anxiety, the patients were weighed down 
by a number of related painful conditions. 
These included pervasive feelings of being 
stigmatized, rejected, and abandoned. 

The other important factor facilitating 
such severe breakdowns was the relative brit- 
tleness of the psychological structures of 
these patients. The delineation of their per- 
sonality organizations and the survey of level 
of past adjustments indicate that they were 
poorly integrated individuals who were 
strongly predisposed to some type of psychi- 
atric illness. As a result of adverse develop- 
mental influences, they were ill-equipped to 
deal with painful intrapsychic conflicts, hos- 
tile reactions, and frustration of their de- 
pendent needs. With such a highly vulner- 
able structure, the combination of overriding 
guilt, self-punitive attitudes, fear of retalia- 
tion, and censuring from the outside proved 
to be sufficient strain to topple them into a 
psychosis. 

The second general area of investigation 
included the adaptive and defensive systems 
that were mobilized at various stages to cope 
with the severe emotional reverberations of 
the accidental shooting. The primary defen- 
sive measure was an attempt to seal over the 
memory of the incident and the resulting 
painful affects by repression. This was con- 
sistent with the basic personality as demon- 
strated in most of the psychological test re- 
sults. This mode of defense, however, served 
only as a delaying action for weeks or months 
and finally crumbled. Another device dem- 
onstrated by 3 patients (Cases 2, 3, and 5) 
was a recurrent flight by absenting them- 
selves without leave for periods up to a 
month, This resort was compatible with their 
ingrained pattern of action-oriented behav- 
ior. Unable to block out completely the un- 
pleasant feelings and memories that were 


pressing into consciousness, they tried to flee 
from the army setting which served as a re- 
minder of the guilt-provoking experience. 

Another technique for coping with the in- 
trusions of these feelings and memories was 
obsessive rumination over the shooting inci- 
dent and magical undoing fantasies (cf. case 
3). These phenomena occurred just before 
the break with reality. Identification with the 
buddy was used to varying degrees. This 
was most clearly demonstrated by one pa- 
tient (case 2) who symbolically reproduced 
his buddy’s wound in himself. 

At the same time that the patients were 
making a desparate effort to maintain some 
internal cohesion, these efforts were being 
undermined by several adverse conditions. 
As a result of the accident they drifted into 
a kind of social isolation. Ostracized by their 
comrades, incarcerated in some instances, 
feeling too hateful to associate with others, 
they began to withdraw their emotional at- 
tachments from the environment and rein- 
vest them in themselves. Alienation from 
other people led to alienation from reality. 
They became more sensitive and responsive 
to stimuli from within, and their perceptions 
of themselves and the environment became 
dominated by purely subjective rather than 
objective influences. They began to lose the 
ability to discriminate between reality and 
fantasy. 

Concomitant with this trend towards au- 
tism and progressive impairment of reality 
testing, there was a failure of the repressive 
mechanisms, in some cases sudden, in others 
more gradual. As this defense gave way, a 
flood of intense emotions, highly charged 
memories, and horrendous fantasies burst 
into consciousness. The attempt to organize 
this chaos of perceptions and reduce the 
greatly heightened tension was impeded be- 
cause of the damaged reality testing function 
of the ego. The new defenses that were 
elaborated—the paranoid projections—were 
obviously defective and abortive and showed 
loss of reality sense. 

The visual and auditory hallucinations 
were the most prominent of these pathologi- 
cal defenses. In the 2 cases where they ap- 
peared, the visual hallucinations of the dead 
buddy seemed to be the result of an effort to 
extrude his haunting image, like a foreign 
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body. At the same time, this “materializa- 
tion” of the buddy was a fulfillment of the 
wish to bring him back to life. 

The auditory hallucinations, in a similar 
way, involved an externalization of certain 
attitudes which were transformed into verbal 
commands. It may be that the splitting of 
these hallucinations into 2 opposite com- 
mands “kill yourself”—‘“don’t kill yourself” 
represents their source in different aspects of 
the superego, namely the punitive and the 
protective functions(7). From a different 
point of view another meaning may be at- 
tached to the polarity of the hallucinations. 
It may be regarded as a dramatization of the 
patient’s fundamental ambivalence, the “bad 
voices” being a derivative from his “bad,” or 
destructive, side and the “good voices” a rep- 
resentation of his benevolent side. 

Another pathological device was self- 
flagellation, i.e., the patient’s attempt to beat 
himself, hit his head against the wall, or 
mutilate some part of his body. This served 
the dual functions of self-punishment and 
“keeping in line” or beating back the de- 
structive drives that were erupting as the 
personality disintegrated. In addition, it ap- 
pears to have represented an attempt to ex- 
terminate his “bad” or hostile part. 


SUMMARY 


1. A clinical study was made of 5 soldiers 
who experienced psychotic depressive reac- 
tions after shooting and killing their buddies. 


2. These patients showed many distortions 
in their basic character makeup which in 
most of the cases could be classified as pre- 
dominantly hysterical with ingrained pat- 
terns of action-oriented behavior. 

3. The patients uniformly revealed a his- 
tory of borderline adjustment in civilian life, 
poor identifications, unstable family back- 
grounds, and highly ambivalent relationships 
with other people. 

4. The severity of the reaction to the trau- 
matic situation was explained as being re- 
lated to the presence of unconscious hostility 
towards the buddy, which produced over- 
whelming guilt, and their poorly integrated, 
highly vulnerable personalities. The sources 
of the unconscious hostility were ciscussed. 

5. The defense mechanisms utilized by the 
patients were discussed in terms of their 
efficacy, sequence, and dynamic significance. 
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The employment of electric convulsive 
therapy for patients in the middle and older 
age groups is now common practice, despite 
the frequent presence of evident or latent 
cardiovascular disease. Though “poor risk” 
cases are often treated because of the severity 
of the psychosis, the assessment of the risk of 
fatality is often difficult. Decision regarding 
the administration of ECT is based on 
weighing this risk against the severity of the 
psychiatric illness and the stress it places on 
the cardiovascular system. 

Will, Rehfeldt, and Neumann(1) have 
summarized the 33 deaths following electric 
convulsive therapy reported in the American 
and English literature prior to 1949. Nine 
occurred within one hour of treatment. In 
2 of these, recent coronary occlusion and 
myocardial infarction were found at autopsy. 
Both patients were apparently physically 
healthy males, of 57 and 61 years respec- 
tively. Death occurred in the first case(2) 
go minutes following the twelfth grand mal 
seizure; there was anginal pain following 
the final treatment. Autopsy revealed a 
thrombosis of the descending branch of the 
left coronary artery and an area of recent 
infarction in the anterior cardiac wall. The 
second(3) died about 12 minutes after the 
eighth treatment without recovering con- 
sciousness. Autopsy showed extensive ob- 
literating coronary arteriosclerosis, and a 
2-to-3-week-old infarct of the posterior wall 
of the left ventricle. This was clinically si- 
lent and may have preceded or followed the 
first treatment. 

There have been few reports of immediate 
cardiovascular fatalities associated with ECT 
since 1948. In 1950 Eyman and Morris(4) 
reported 2 cases. The first was a 34-year- 
old man with known mitral stenosis and 
cardiac decompensation who died immedi- 
ately following the sixth treatment; a 2- 
week-old apical infarct of the septum and 
right ventricle was found at autopsy. The 


1From the Psychopathic Hospital, Winnipeg. 
2 Clinical Director of Inpatient Services. 
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condition of the coronary vessels was not 
stated. The second was a man of 54 years 
with a “borderline normal” electrocardio- 
gram and apparently no clinical evidence of 
coronary artery disease, who died suddenly 
40 minutes after the fifth treatment, while 
making an uneventful recovery. At autopsy, 
occlusion of both coronary arteries was 
found, but no evidence of recent infarction. 
Raskin and Johnson(5) reported a case with 
symptoms of acute cerebellar damage im- 
mediately following a treatment in a 51-year- 
old male with hypertensive cardiovascular 
disease. Death occurred 3} hours later ; au- 
topsy revealed an acute cerebellar hemor- 
rhage. 

Two new cases of immediate fatal coro- 
nary thrombosis following ECT are herein 
reported. 


Case 1.—A 50-year-old male white farmer was 
admitted to hospital in December 1949 for treat- 
ment of an involutional psychosis and died follow- 
ing the first treatment. 

This illness had commenced 8 months previously, 
and was characterized by severe melancholia, ideas 
of hopelessness, agitation, and delusions of food 
poisoning. 

There was no history of previous psychiatric or 
physical illness apart from a “heart attack” 8 
months prior to this admissior. Symptoms at that 
time were “chest pain and numbness in the arm,” 
and there followed 2 weeks’ bed rest in hospital. 
The psychiatric symptoms commenced immediately 
after this episode, but in the subsequent 8 months 
there were no further symptoms referable to the 
cardiovascular system, and in particular no dysp- 
noea, precordial pain, or decreased exercise 
tolerance. 

Examination on admission revealed a man of 
sthenic build, weighing 170 pounds. There was 
greying hair and a facial appearance older than the 
stated age of 50 years. General physical and neuro- 
logical examination was normal. Blood pressure 
was 150 systolic and 90 diastolic. No radial or 
retinal arteriosclerosis was evident. The urine 
contained no cells or casts, no albumin or sugar; 
specific gravity was 1.026 in a random sample. 
Spinal fluid examination was as follows: pressure— 
150 mm. of C.S.F.; total protein—1o mgm.%; 
erythrocytes—none; leucocytes—one polymorpho- 
nuclear. The Wassermann reaction in blood and 
spinal fluid was negative. Miniature chest roent- 
genogram showed thoracic scoliosis but no cardiac 
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enlargement. The electrocardiogram 5 days prior 
to the patient’s death is shown in Fig. 1. 

The course in hospital was afebrile. Food and 
fluid intake was moderately good, though 2 pounds 
in weight were lost between the first and nine- 
teenth hospital days. 

Though orientation and memory were intact, the 
psychiatric picture of agitation, depression, and de- 
lusions of food poisoning continued. Therefore on 
the nineteenth hospital day, after the risks involved 
had been outlined to responsible relatives, an ECT 
was administered. 

The procedure used was routine at that time. 
It followed one hour after a light breakfast. No 
atropine, barbiturate, or muscle relaxant was given. 
A Rahm apparatus was used with bifrontal elec- 
trode placement. An electrical potential of 130 
volts was applied for 0.3 second. The usual grand 
mal seizure immediately followed. At the termina- 
tion of the convulsion there was no prolonged 
apr.oea and respirations were deep and regular with 
a free airway. The pulse was said to be good but 
the rate and rhythm were not noted. The patient 
was carried to bed and placed in a prone position 


with the head turned to one side for the recovery 
period. 

Before consciousness returned, and about one 
minute following the termination of the convulsion, 
the nurse noted that the patient suddenly ceased 
to breathe and became cyanosed. The pulse was im- 
perceptible. Despite tilt table artificial respiration, 
intravenous coramine, and intracardiac epineph- 
rine, there was no return of pulse, cardiac sounds, 
or spontaneous respiration. The patient was pro- 
nounced dead 30 minutes following the convulsion. 

Autopsy Findings—The only significant finding 
on external examination of the body was the cya- 
nosis of lips, ears, finger tips, and upper chest. 

The heart weighed 360 gm. The left coronary 
artery was markedly arteriosclerotic throughout; 
the anterior descending branch was occluded by 
thrombus at 2 sites, 2 cm. and 3.5 cm. from its 
origin. Each thrombus extended 0.3 cm. along the 
length of the vessel, and consisted of an old pale, 
firm outer ring with a central soft, red thrombus 
0.1. cm. in diameter completely occluding the lu- 
men. The posterior descending branch of the right 
main coronary had a similar occlusion 3 cm. from 
its origin. The myocardium of the left ventricle 


Fic. 1.—Electrocardiogram of Case 1 showing late effects of anterior infarction. 
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measured 1.6 cm. in thickness; at the apex an- 
teriorly, there was an area 3 x 2 cm. of fibrosis, in- 
volving the full thickness of the myocardium and 
extending into the anterior portion of the inter- 
ventricular septum. No recent infarction was seen. 

The examination of the brain showed moderate 
patchy arteriosclerosis of larger vessels; lumens 
were all patent. No lesions were seen in the brain 
substance. There was some dependent congestion 
of the lungs with a small amount of mucus in the 
bronchi. The remaining organs showed no ab- 
normalities. 

The pathologic diagnosis was arteriosclerotic 
heart disease with an old myocardial infarction and 
multiple recent coronary occlusions. 


Case 2.—A 60-year-old white male office worker 
died following his first outpatient treatment in 
July 1952. 

He suffered from a manic-depressive illness char- 
acterized by severe recurrent depressions. Seven 
years prior to the current episode, at the age of 53 
years, he had received 6 treatments with a Rahm 
machine at this hospital. No untoward symptoms 
developed and there was marked improvement. A 
mild recurrence of the depression occurred 2 years 
later following the death of a friend. 

The current depression was of about 2 weeks’ 
duration and was characterized by depression of 
mood, anorexia, insomnia, agitation, and com- 
plaints of “a day seems like a year” and “I don’t 
know what to do with myself.” 

General physical examination revealed a well- 
nourished, agitated man, appearing about his stated 
age. No abnormalities of the heart or lungs were 
evident. Blood pressure was recorded as 150 
systolic and 90 diastolic. The pulse was regular 
with a rate of 80 per minute. There were no radial 
or retinal vessel changes. No histcry of chest pain, 
dyspnoea, or decreased exercise tolerance was ob- 
tainable. 

The first ECT was administered in the early 
morning, 2 days following this examination. No 
unusual risk was foreseen. Atropine sulphate grs. 
1/100 was given subcutaneously one hour before 
treatment. A Reiter Electrostimulator (model 
CW46]) was used in our routine fashion with bi- 
fronto-temporal electrode placement. A grand mal 
seizure ensued after 10 seconds stimulation at 15 
milliamperes. The seizure, which lasted approxi- 
mately 30 seconds, was controlled with stimulation 
in Position 1, at 5 milliamperes. At the termina- 
tion of the seizure deep regular respirations were 
established after 2 to 3 seconds’ stimulation at one 
milliampere. The patient was then returned to bed 
where pulse and respirations remained normal, with 
no cyanosis. Approximately 3 or 4 minutes after 
the convuision the patient began to move about and 
mumble a few words in the usual manner. About 
one minute later, and 4 or 5 minutes following the 
convulsion, the patient suddenly sat up, became 
cyanosed, and fell back on the bed. Respirations 
ceased and no pulse or cardiac sounds were de- 
tectable. After tilt table artificial respiration, in- 
travenous coramine, and intracardiac epinephrine 
yroduced no improvement, a tracheal tube was in- 
serted and the lungs inflated with oxygen using 


an anaesthetic machine. The left chest was opened 
and the heart, which was at a standstill, massaged 
for 20 minutes with a gloved hand. The patient 
was pronounced dead 30 minutes after the ECT. 

Autopsy Findings—On external examination 
there was marked cyanosis of the lips, ears, and 
finger tips. A recent surgical incision on the left 
lateral and anterior chest measured 20 cm. in 
length. 

The heart weighed 425 gm. The left coronary 
artery and branches showed marked arteriosclerosis 
throughout with extensive calcification. The an- 
terior descending branch was narrowed to less than 
0.1 cm. at 2 sites. The left circumflex branch was 
completely occluded, 2 cm. from its origin, by a 
soft, red thrombus, for a distance of 0.3 cm. The 
right coronary artery showed slight arteriosclerosis 
throughout. A recent, soft, red thrombus com- 
pletely occluded the lumen, 5 cm. from its origin. 
The myocardium showed patchy areas of fibrosis 
microscopically, but no evidence of gross or micro- 
scopic infarction. 

The vessels at the base of the brain showed slight 
patchy arteriosclerosis; lumens were patent 
throughout. No lesions were seen in the brain sub- 
stance. The left lung was collapsed ; the right lung 
was essentially not nal. Apart from benign prosta- 
tic hypertrophy the remaining organs showed no 
significant changes. 

The pathologic diagnosis was arteriosclerotic 
heart disease with multiple recent coronary oc- 
clusions ; benign prostatic hypertrophy. 


DIscussION 


These cases are remarkable because, in 
both, death occurred within a few minutes 


of the first treatment in patients with no cur- 


rent clinical symptoms referable to the car- 
diovascular system; one patient had made a 
satisfactory recovery from an acute coronary 
occlusion 8 months previously. As the cases 
from the literature indicate, death from acute 
heart failure in patients with previous recent 
coronary occlusions is not uncommon, but 
the occurrence of an acute thrombosis and 
death immediately following treatment is 
much less frequent. 

Autopsy showed extensive old arterio- 
sclerotic heart disease in both cases ; the first 
had a previous myocardial infarction. The 
thrombosis of coronary vessels was consid- 
ered very recent as there was no evidence of 
infarction due to the occlusions. It is un- 
usual in sudden death due to coronary oc- 
clusion to find more than one vessel throm- 
bosed ; 3 vessels contained a recent thrombus 
in the first case and 2 vessels contained re- 
cent thrombus in the second. 

Examination of microsections of the brain 
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failed to show the etiology of the mental dis- 
ease in either case. 

Acute coronary thrombosis occurs in a 
vessel previously damaged by arteriosclero- 
sis. Since the factors that cause the final 
thrombosis are not known with regard to the 
disease generally, it is not remarkable that 
the reasons for a thrombosis following ECT 
are also unknown. Acute and fatal throm- 
bosis may occur during excessive physical 
effort or at rest. 

The circulatory changes produced by ECT 
are variable. Altschule and Tillotson(6) re- 
port that they consist of elevation of venous 
pressure, acceleration of circulation time, a 
rise followed by a fall in arterial pressure, 
and changes in cardiac rhythm, suggestive of 
vagal hyperactivity (notably bradycardia and 
transient arrythmias). Using dogs, Brown, 
Brown, and Hines(7) reported, following 
an electrical stimulus of 0.2 second duration, 
a very brief bradycardia and hypotension in 
the first second, followed by an immediate 
and prolonged tachycardia, hypertension, and 
cardiac arrythmia. The authors state that 
these alterations are seen even in subconvul- 
sive electroshock and in the curarized pa- 
tient. However, they believe that the con- 
vulsion per se may augment the changes. 
Double vagotomy prevented the bradycardia, 
hypotension, and arrythmia, but not the 
tachycardia and hypertension. The physical 
work of the seizure and the subsequent sud- 
den elevation of the venous pressure(8) 
might well cause acute failure in a heart pre- 
viously compromised by coronary artery dis- 
ease, but in the present cases the sequence of 
events was evidently treatment, thrombosis, 
and death. 

It is not evident what components of ECT 
may conspire to precipitate thrombosis in a 
previously damaged coronary artery. Hemo- 
concentration in the few minutes following 
treatment, which is diminished but not abol- 
ished by curarization, may be contribu- 
tory(9). If physical effort leading to ele- 
vated arterial pressure can cause thrombosis, 
then this may be a factor. Hypotension, 
which may be marked in the presence of 
bradycardia and arrythmias associated with 
marked vagal stimulation, might precipitate 
a coronary occlusion, but if this were so one 
would expect thrombosis in other arteries. 
This is almost never seen. 


It would seem advisable, where shock 
treatment is necessary in the presence of 
known coronary vessel disease, to protect the 
cardiovascular system as much as possible 
from the stress of vagal stimulation and the 
work of skeletal muscle activity. The vagal 
effects may be reduced with large doses of 
atropine. Oxygen administration and tubo- 
curarine or other muscle relaxants are indi- 
cated in dosage sufficient to cause complete 
or almost complete skeletal muscle paralysis, 
with facilities available for tracheal intuba- 
tion and positive pressure artificial respira- 
tion. 


SUMMARY 


1. A review has been made of the perti- 
nent literature on immediate deaths follow- 
ing ECT. 

2. Two cases of acute fatal coronary 
thrombosis following treatment are reported. 
Possible mechanisms and prophylactic meas- 
ures are discussed. 
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The hidden phantasies that can be re- 
covered or reconstructed in the analysis of 
neurotic patients are not unrelated to each 
other. They form an integrated whole, an 
organized, even if distorted, outlook on life, 
an outlook that could be best called “the 
mythology of the neurosis.” In this mythical 
world the person feels himself surrounded 
with all sorts of imagined dangers and 
threatening figures—the ghosts of an ill- 
perceived past. 

The structure and the particular content 
of this mythology varies greatly from person 
to person, but in its broad outline contains a 
constant common denominator, a basic neu- 
rotic orientation. In the basic neurotic orien- 
tation it is implicitly assumed that the world 
is utterly alien to oneself, cold, unloving ; and 
that it is overwhelmingly powerful and po- 
tentially hostile; one’s own person is per- 
ceived as unworthy, undeserving of love, 
and inadequate to master the tasks of life. 

Were this basic neurotic orientation cor- 
rect, life in a specifically human sense would 
be impossible. The neurosis may be consid- 
ered as an attempt of a person to live and 
fulfill himself, by means of tortuous and 
complicated maneuverings, in a world where, 
according to the basic neurotic assumption, 
the very essentials for fulfillment are lacking. 
In his helplessness the neurotic perscn lives 
in anxious isolation within a defensive shell 
that he has built around himself as a pro- 
tection against an assumedly unfriendly 
world. This protective wall, in turn, restricts 
and confines his existence and becomes his 
prison. In his confinement the neurotic per- 
son fights with endless repetition the same 
old battles of his childhood, not deterred by 
his repeated failure and as if oblivious to the 
fact that the conditions have changed in the 
course of time. He is fixated, glued to his 
past. 

This backward-looking tendency of the 
neurotic person, however, does not remain 
unopposed. He, like every living thing, has 


1Read at the r1ooth annual meeting of The 
American Psychiatric Associatior, Los Angeles, 
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the intrinsic urge to grow and expand; also, 
he cannot completely ignore the social pres- 
sure that does not allow one to remain in 
swaddling clothes in aay obvious manner, 
and holds over one’s head the threat of so- 
cial isolation. Thus, he is caught between the 
pressure of 2 conflicting forces: the desire 
and the necessity to move forward, to grow, 
to expand, and the anxiety that makes him 
cling tenaciously to the status quo and will 
not allow him to leave his protective shell 
and move toward new ventures. Torn be- 
tween these conflicting demands, the person 
resorts to characteristic neurotic methods of 
dealing with the situation. Typically, these 
methods—though they may temporarily 
lessen the pressure—do not actually resolve 
the problem; their result, even if not their 
intent, is always an evasion of personal 
growth. 

In this paper I shall describe 2 typical 
methods of neurotic evasion of growth which 
play an important role in the psychodynam- 
ics of the neurosis. 


EVASION BY NONCOMMITMENT 


The first of these methods of growth- 
evasion is an essential component of the ob- 
sessive-compulsive character structure, al- 
though it can be found in other personality 
constellations also. This methed is an eva- 
sion by noncommitment, and consists in a 
peculiar combination of saying “yes” and 
“no” at the same time. The person enters 
into a new situation or undertakes a new 
course of action, and by doing so he says 
“yes” to it; but, being fearful of conse- 
quences, he does not commit himself whole- 
heartedly; and thereby, by implication 
negates it. He deprives his action of its 
reality character and earnestness, and 
vaguely experiences himself as playing a 
role. On the surface he may appear to be 
moving normally through life, but what he 
actually is doing is “going through the mo- 
tions.” Caught in the conflict between his 
desire that would say “yes” and his anxiety 
that injects a forbidding “no,” his life turns 
into a farce. 
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This method of noncommitment has a 
model in the play activities of the child and 
probably is borrowed from these. Eagerly 
anticipating what is to come, yet fearful of 
the novel and the unknown, the child in- 
defatigably practices adult roles, adult activ- 
ities in his “make-believe” play. With the 
lessening of his fear and the increase of his 
adequacy, the make-believe loses its attrac- 
tion and he will want more and more the 
“real thing.” 

In the healthy development the make- 
believe is a transitional phase and is aban- 
doned as soon as it has fulfilled its function. 
Quite different is the situation of the neu- 
rotic adult who by the method of noncommit- 
ment robs his life of reality. His anxiety is 
much deeper than the normal apprehension 
in facing new situations, and this anxiety 
keeps him chained to his futile, life-impov- 
erishing management of his problems. Out- 
wardly he goes through the usual problems 
and activities of childhood, adolescence, 
adulthood—goes to school, chooses an oc- 
cupation, may marry and have children ; but, 
all this somehow remains like make-believe, 
a going through the motions without ever 
being wholeheartedly committed to any ac- 
tions or to any personal relationship. He 
refuses to take responsibility, not only in 
the sense of not accepting duties imposed 
from outside, but also in the sense of not 
identifying himself with. his own actions, 
and not saying without equivocation,’ “Here 
I stand.” He sits on the fence, eyeing both 
possibilities, choosing a little of both, but 
neither completely. 

This method of anxious evasion is perhaps 
most clearly evident in the avoidance of a 
wholehearted commitment to a partner of the 
opposite sex. This does not mean a complete 
avoidance of the relationship. In fact, there 
is always a compulsive search for or attach- 
ment to the partner—the “yes” of the equa- 
tion; but there is an equally compulsive 
flight lest the relationship becomes unqual- 
ified, wholehearted, and thus “binding”—the 
“no” of the dilemma. The following 2 ex- 
amples may illustrate this: 


Case 1.—This man married at the age of 37 with 
the understanding that his wife would continue to 
live in her parents’ home as a temporary expediency, 
while he retained a room in his family’s apart- 
ment. He would stay overnight at his wife’s place 
from 1 to 5 days in a row, then would stay for the 


same time or longer in his own place and live prac- 
tically as a bachelor. This arrangement continued 
for a little over 2 years, during which he tentatively 
separated from his wife several times only to go 
back to her after a few weeks. The cycle of his de- 
partures and returns would show always the same 
psychological characteristics. His return would 
occur whenever his wife would decide on divorce; 
that is, whenever there was a threat that he might 
not be able to “keep her on a string.” On such oc- 
casions, his feeling toward his wife would suddenly 
and radically change, he would feel great affection 
toward her, would become an ardent lover, and 
would make concessions in order to retain her. 
After one of these reunions he finally went so far 
as to take an apartment for them both. But only a 
few days passed when his feeling toward her began 
to cool off and turn into indifference and dislike. 
He again saw her as physically unattractive, found 
her ways annoying, and he began to feel that his 
marital status was endangering his dearly loved 
“freedom.” Then he went on a campaign of de- 
liberately demonstrating indifference and “free- 
dom.” He began to eat by himself or alone in a 
restaurant, to sleep on top of the blanket to avoid 
direct physical contact with his wife. At times in 
the middle of the night he got up, drove out to the 
beach, and slept in his car. Then he began to spend 
the night with increasing frequency in his old bache- 
lor room. At this point his wife had to go away for 
a few weeks’ visit. The patient thought that this 
might be an opportunity for a final break. He was, 
however, reluctant to take the initiative, and instead 
conceived the plan of making the marriage so dis- 
tasteful to his wife, that she would quit on her own. 
He did this mainly by not showing any interest in 
her, not calling her on the phone, not writing to 
her, and when she called, he answered monosyllabi- 
cally, and in a studied, dead voice of indifference. 
When the wife came back, on the way from the 
airport, she announced calmly and earnestly that 
she was now finally convinced that their marriage 
would not work and that she was ready to initiate 
divorce procedure. Thus, she offered to him “on a 
silver platter” what he had been hoping for and 
planning for weeks. At this point his feeling changed 
in the flash of a moment; he became anxious and a 
strong feeling of affection welled up in him. Out- 
wardly he conceded the wisdom of his wife’s deci- 
sion, but he immediately embarked on a most skill- 
ful and irresistible campaign of seduction. The 
next night was like a real honeymoon and after that 
they lived happily together—for a week. Then the 
identical cycle started again. 


Case 2.—This patient also maintained that he 
was a “nonmarrying” type of man. He liked to 
picture himself as a Casanova, but actually he would 
stay for several years with one woman. His ap- 
proach to women was that of the generous, gallant, 
and seductive lover. Though he would declare to 
the girl that he had no intention of marrying, little 
jocular remarks and his whole behavior were half- 
consciously designed to give exactly the opposite 
impression. Whenever he sensed the threat of mar- 
riage he suddenly found the girl physically unat- 
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tractive, and began to think of her as a scheming 
woman, who just wanted to get married to some one. 
However, if the girl at long last would be willing 
to give him up, he would suddenly see her in a 
much more favorable light and would immediately 
set in motion all his seductiveness and make many 
suggestive implicit promises. With one woman he 
continued this cat-and-mouse play for about 5 years. 
On one occasion she showed him a hope chest which 
she had just bought. Seeing this, the thought 
gripped him that this hope chest was his coffin, and 
in his panic he ran off on a long trip to Europe. 
Within a short time he became involved with an- 
other woman. After 4 years of the usual tug-of-war, 
“in a moment of weakness,” he consented to marry 
her with the understanding that whenever he would 
want a divorce, she would give it to him without 
“making difficulties.” One week after his marriage 
he became sexually impotent and remained so for 
more than a year. Although up to this time one of 
the main concerns of his life was women, he now 
lost all interest in them. He immediately started to 
treat his wife with contempt and hate, and had 
kindlier feelings toward her only when she showed 
signs of wavering in her determination to cling to 
the marriage at all costs. When she finally began 
to consider divorce, his sexual potency returned. 


Needless to say, the psychological situa- 
tion of both patients was more complex than 
it is possible to indicate in these brief ab- 
stracts. They, however, demonstrate strik- 
ingly the method of evasion by noncommit- 
ment. It might be added that this method— 
as is always the case—was not restricted to 
the handling of personal relations, but was 
evident in all spheres of activity. 

The lack of wholeheartedness that is char- 
acteristic of the method of noncommitment, 
shows itself not only in behavior, but also in 
subjective experience. The persona! expe- 
riences are deprived of the sense of impor- 
tance, they are lacking in emotional signif- 
icance, they are watered down, diluted in 
many different ways. Thus the full reality of 
the experience is negated, and thereby the 
anxiety of moving ahead in a dangerous 
world is lessened; the person is enabled at 
least to go through the motions of normal 
existence and growth. This style of living, 
leaves him with a sense of lack of fulfill- 
ment, a lack of substantiality in his exist- 
ence. He does not take himself seriously and 
his cutward position in life—being a grown 
up, practicing a profession, being head of a 
family, etc.—appears to him as a pure pre- 
tense, a playing of games. 

All such persons feel that they lead an 
intense fight for personal freedom. They 
fight not for freedom to move; they fight 


for freedom to keep sitting on the fence. 
This remark is not meant to be derogatory ; 
one must consider and must respect the mag- 
nitude of the underlying anxiety that pa- 
ralyses the person. 


EVASION BY VICARIOUS LIVING 


I wish now to describe briefly another 
neurotic method for evading the growth to- 
ward maturity. This method can be called 
the method of vicarious living and it is 
closely associated with the hysterical per- 
sonality. It consists, on the one hand, in a 
systematic denial and repression of one’s own 
native personality characteristics, and, on the 
other hand, in an attempt to substitute some 
other personality. 

The suicidal repression of one’s person- 
ality is motivated by a deeply seated dissat- 
isfaction with oneself. We have already 
mentioned that the basic neurotic orientation 
hinges on the suppositions that the world is 
dangerous and cold, and that one’s person is 
inadequate in dealing with the problems of 
life and that one is undeserving of love. 
While the method of noncommitment is pri- 
marily an attempt to cope with the dangers 
and coldness of the world by limiting and 
neutralizing interaction with it, the method 
of vicarious living is meant to compensate 
for one’s assumed inadequacy and worthless- 
ness. 

The substitute personality may be an ac- 
tual person whom one admires and whose 
counterpart one tries to becomie by imitation. 
Or it may be an idealized conception, ¢.g., a 
standard of absolute goodness by which one 
tries to live. This one does by suppressing 
all those genuine impulses that are incompat- 
ible with the exaggerated and unrealistic 
standard. One has then to remain “lily- 
white” at any price; and this naturally re- 
quires an excessive use of repression. Often 
the substitute personality is the cliché of 
popularity that has the acclaim of a given 
culture. In order to achieve this, one drains 
oneself dry of all the genuine, individual 
characteristics—that in fact always lend 
charm and beauty to the person—and one 
tends to become as stereotyped as the smiling 
girl on the billboard. 

The most frequent manifestation of vicar- 
ious living is a particularly structured de- 
pendence on another person, which is often 
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mistaken for love. Such extremely intense 
and tenacious attachments, however, lack all 
the essentials of genuine love—devotion, 
intuitive understanding, and delight in the 
being of the other person in his own right 
and in his own way. On the contrary, these 
attachments are extremely possessive and 
tend to deprive the partner of a “life” of his 
own, to deny his right to “liberty,” and to 
the “pursuit of happiness” in his own way. 
The other person is needed not as someone 
to relate onself to; he is needed for filling 
out one’s inner emptiness, one’s nothingness. 
This nothingness orginally was only a phan- 
tasy, but with the persistent self-repression 
it approaches the state of being actual. The 
function of the other person is to give one 
some feeling of worth through reassurance 
and praise—praise, that is demanded un- 
remittingly ; or to show one how to live; or 
to give one a chance to bask in the reflected 
light of his glory. 

All these attempts at gaining a substitute 
personality by vicarious living fail to free 
the person from a vague feeling of empti- 
ness. The repression of genuine, sponta- 
neous impulses leaves the person with a pain- 
ful emotional vacuousness, almost with a 
sense of nonexistence. This is then covered 
up with an excessive pseudoemotionality, the 
proverbial hysterical dramatization. Every- 
thing in the person’s life takes place in terms 
of superlatives, every event is being squeezed 
to the last drop of its emotional and dramatic 
potentialities. The function of this emotion- 
mongering is to deny the feelings of empti- 
ness and to create the sense of being alive. 
Little is genuine in the emotional life of such 
a person except an immense reservoir of anx- 
iety which feeds vitality into these artificial 
dramatizations. In therapy such people may 
easily become fascinated by and tend to get 
caught in the process of analysis because of 
its dramatic possibilities, instead of using the 
therapy for a healthy reconstruction of their 
lives. 

The repression and denial of one’s spon- 
taneous nature and the consequent emptiness 
accounts for the great suggestibility of these 
persons. Lacking an inner personal stand, 
they become like weather vanes; they ab- 
sorb any external influence like a sponge. 
The suggestibility of hysterical personalities 
is well known. However, certain important 
defenses that these persons use to protect 


themselves against their own suggestibility 
have not, to my knowledge, been studied. I 
will describe here briefly one of these defen- 
sive methods leaving their detailed analysis 
for another paper. 

There is a type of person who behaves as 
if he were continuously in danger of being 
invaded and violated in his integrity. He is 
strongly resentful of any authority or coer- 
cion which he may read into even the most 
harmless and neutral situation. He con- 
tinuously expects, and often provokes, frus- 
tration and opposition to his desires, and 
rejection of his demands. He is often un- 
reasonably resistant to any suggestion, nega- 
tivistic and argumentative. Often the expres- 
sion by another of an opinion on the most 
trifling issue is perceived as a disagreement, 
an opposition, or even as a vicious attack on 
him. It is very difficult for him to learn 
from experience; he resists everything that 
he suspects of being an attempt to change 
him. This defensive rebellion and negativis- 
tic attitude can be so much in the foreground 
that it covers up the underlying hysterical 
method of adjustment. 

Having worked therapeutically with a 
goodly number of persons who showed these 
psychological characteristics, I am convinced 
that their defensiveness is not primarily di- 
rected against external domination and ar- 
bitrariness of people. They are instead 
defending themselves—and not without rea- 
son—against their own suggestibility which 
threatens their personal identity and integ- 
rity. The treat of their own suggestibility 
is experienced, by means of the well-known 
projective transformation, as a threat from 
the outside. 

The 2 methods—the method of noncom- 
mitment and the method of vicarious living 
—which result in an evasion of personal 
growth are not mutually exclusive. They 
can appear together in the same person or in 
a combination with other neurotic methods 
that are not discussed in this paper. But as 
a rule each person uses prevalently one par- 
ticular technique. 

The purpose of this analysis has been to 
describe 2 characteristic broad patterns of 
adjustment that are frequently found in the 
neuroses and to suggest that they can be 
understood as attempted solutions of the 
conflict between the impulse to grow and 
the fear of facing new situations. 
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SOME RESEARCH FINDINGS ON THE VALIDITY OF GROUP 
PSYCHOTHERAPY AS A DIAGNOSTIC AND 
THERAPEUTIC APPROACH 


EDGAR F. BORGATTA,? Pu. D., Camsrince, Mass. 


This paper does not emphasize research 
findings as such, nor the task of the group 
psychotherapist, but rather is aimed at a 
more inclusive middle ground. The therapist, 
as therapist and diagnostician, is not scientist 
alone, but is scientist and artist. He is a sci- 
entist to the extent that he carries the gener- 
alized body of knowledge concerning human 
behavior, and he is artist to the extent that he 
extrapolates, fills in, and skillfully follows 
“hunches” in diagnosis and therapy. Thus, 
it would be presumptuous for a paper to try 
to apply research findings directly to the 
problems of the group psychotherapist, es- 
pecially at this juncture when we know so 
little concerning human behavior. However, 
it is hoped that this paper will serve to pro- 
vide a certain amount of caution on the part 
of psychotherapists as diagnosticians, and 
possibly lend some support to the generalized 
principles of group approaches. 

First, let us consider what the purpose of 
psychotherapy is. Generally stated, its pur- 
pose is to enable the patient to adjust to the 
social environment; to satisfy “needs” in a 
socially acceptable manner. Particular indi- 
viduals will want to emphasize additional 

ints and make qualifications to this. The 
generalized purpose, however, is all that 
needs to be defined here. 

Second, let us identify therapeutic ap- 
proaches as being of at least 2 basic types: 
(1) those attempting to get at “underlying 
causes,” and (2) those attempting direct 
modification of behavior. 

Third and last, let us state that the psycho- 
therapist ordinarily comes in contact with the 
patient because of certain symptoms on the 
part of the patient. 

Consider for a moment the approaches at- 
tempting to get at “underlying causes.” The 
classical Freudian psychoanalytic technique 


1 Read at the rooth annual meeting of The 
American Psychiatric Association, Los Angeles, 
Calif., May 4-8, 1953. 

2 Laboratory of Social Relations, Harvard Uni- 
versity. 
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is one of this order, based on a vast body of 
theory, complete in many ways and yet dis- 
jointed in others. In this approach the thera- 
pist “guides” the patient so that he becomes 
aware of his “motives” and the “motives” of 
others ; he becomes aware of the “underlying 
causes” of the manifest behavior—he “gains 
insight.” Having this awareness, the patient 
may be able to understand and evaluate his 
motives, and consequently, to control his be- 
havior and make an adequate adjustment to 
his social environment. No one will dispute 
that the method works in many cases. How- 
ever, even granting this, there is something 
lacking. The first question to be raised has 
to do with the validity of the theory assumed. 
The fact that therapists, and laymen for that 
matter, meet cases that seem to fit the theory 
exactly cannot be taken as a validation of the 
theory. It is an unfortunate situation for the 
Freudian theories that so few of them have 
as yet been brought under scientific scrutiny. 
However, this is not necessarily the fault of 
the laboratory scientist, for so much of the 
theory falls into the class of “nonempirical 
hypotheses.” On the other hand, parts of 
the Freudian theory that have been subjected 
to hypothesis testing have not shown impres- 
sive results(1). The second question is: can 
one expect the symptom, the manifest be- 
havior, to disappear because the “underlying 
causes” of it are now in the awareness of the 
patient, or even within his control? I do not 
offer answers to either of these questions. I 
wish merely to point out that they are as yet 
unanswered in any adequate sense, except for 
those who are willing to accept on faith. 
That the procedure works in many cases does 
not establish its general validity. It does not 
do so anymore than does the fact that the 
religious person, through council with his 
minister, finds an adequate adjustment in his 
social environment establishes the validity of 
religious authority. This does not deny that 
the method may be adequate, even the best 
available—it does work in many cases. How- 
ever, it may be taken to mean that the thera- 
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peutic effects perhaps are not related to the 
theory at all, that when an approach works it 
does not do so for the reasons given. This 
point might be brought home dramatically by 
a little anecdote. A wanton critic of psycho- 
analysis once commented to me: “I think 
that Joe would profit greatly by a psychoanal- 
ysis. An hour of being forced to lie on a 
couch each day might slow him down.” 

In the above I have talked of Freudian 
theory and psychoanalysis, and I picked this 
example only because it would have been 
easier to pick another with fewer staunch 
supporters. I do not mean to discredit the 
psychoanalytic approach, but merely to indi- 
cate that the therapist should pay attention to 
the 2 questions raised. Possibly he should 
look around to see what other developments 
are taking place. The foregoing generaliza- 
tions are certainly not precise, but they do 
have sufficient precision to make the points 
tenable. 

Let us now consider briefly the therapeutic 
approaches attempting the direct modification 
of behavior. Generally speaking, mary group 
psychotherapeutic techniques are of this type, 
especially those involving role-playing tech- 
niques. In these procedures the patient is 
allowed to participate with others in groups, 
and the expectation is that his behavior will 
be modified in the context of “the others.” 
The manifest behavior of the patient is sub- 
ject to the controls exerted by the group; his 
exposed values are subject to the members’ 
responses. The theories on which the group 
psychotherapeutic approaches are oased vary 
greatly, and range from psychoanalysis to the 
empiricism and operationalism of Moreno. 
Again, as was indicated for the first case, 
it may well be that the group psychotherapy 
is not always related to the body of theory 
on which it is based. However, here we 
have a difference. In terms of the direct 
modification of behavior we do have a his- 
tory of empirical hypothesis testing. As a 
matter of fact, most of the work of traditional 
psychology has dealt with this in terms of 
learning, perception, motivation, and the var- 
ious other subtopics. Further, in the last 2 
decades in the development of social psychol- 
ogy, a great deal of attention has been fo- 
cused on group factors influencing individual 
behavior. The levels of hypothesis testing 
have varied considerably, in this last men- 


tioned, from the highly and specifically de- 
fined experiments of Muzafer Sherif on per- 
ception to the more vague experiments of 
attitude testers. More recently attention has 
turned to certain problems more directly rel- 
evant to the therapist ; unfortunately, 2 works 
I have in mind are not yet published(2, 3). 
The experience in the direct modification of 
behavior is further validated in the many 
studies of role playing and role training that 
are available for the reading in the various 
scientific journals. 

At this point it should be obvious that a 
construct has been devised. Certainly many 
of the individual approaches attempt direct 
modification of behavior, and certainly a 
number of the group methods attempt to get 
at “underlying causes.” Further, many ther- 
apists combine the techniques. The discrete- 
ness here is heuristic. The fact remains, how- 
ever, that group methods that are oriented 
towards the direct modification of behavior 
already have available a large store of knowl- 
edge that has been subjected to empirical 
verification. In this respect, at least, the 
group psychotherapists have an advantage, 
and their potentialities are favored. 

The above is all background for the com- 
ments and research I should like to present 
here. The therapist does not have merely 


the problems of modifying the behavior of. 


the patient, but he has also the problems of 
determining what the behavior of the indi- 
vidual is. The therapist must be as much 
diagnostician as he is therapist. Now, on 
what does diagnosis depend? Basically, the 
therapist has available a generalized descrip- 
tion of the patient’s life history, reported by 
an interested party in most cases, notations 
on the manifest symptoms of the patient, pos- 
sibly some clinical reports from a hospital, 
occasionally some results of mental or clinical 
tests, and last, and very important, the thera- 
pist’s own assessment of the patient based 
on interview and other contact. It is on the 
basis of these that the therapist classifies the 
patient, and it is on this classification that the 
therapeutic procedures are initiated. Diag- 
nosis, however, does not end at this point; 
the therapist continues his diagnosis as the 
therapy and contact progress. Let us con- 
sider for a moment the value of these records. 
The records that are given to the therapist 
are of value as being the only things he has 
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with which to operate initially. The accuracy 
of the records may always be suspect, how- 
ever. Reports are easily distorted, uninten- 
tionally, and the meaning and interpretation 
of the writer may vary greatly with the mean- 
ing to the reader. The records, thus, should 
be viewed with caution. Now, what of the 
therapist’s own contact with the patient? 
How accurate is the picture he has of the 
patient? Let us allow him to be his own 
judge in the particular case. But, exactly 
what does he observe? Is the therapist lis- 
tening to the context of what the patient is 
saying about his relationship with his mother, 
or is he looking at the fact that the patient 
has his finger in his shoe, nervousiy turning 
it about, occasionally glancing at the door? 
Which is the important item of diagnosis? If 
one is the cause and the other the symptom, 
to which should the therapist be paying atten- 
tion? Both, it seems, would be the obvious 
answer. But where does the emphasis lic? 
With the individual therapist, especially those 
of classical psychoanalytic background, the 
emphasis would most probably be on the 
words and the content of what the patient is 
conveying. 

Let us consider a small part of the results 
of an experiment already reported in the 
literature(4). This experiment was of a 
sample of 78 ostensibly normal male college 
students. Each participated in 3 stages of the 
experiment: (1) completion of Rosenzweig 
P-F Study form, (2) participation in role 
playing situations which were standardized, 
and (3) subjection to a number of standard- 
ized actual situations without knowing that 
they were being observed. The Rosenzweig 
P-F Study is the form in which 24 situa- 
tions are presented in cartoons; in each 
situation I person has made a comment, and 
space is left for the response by the subject. 
The role playing was the enactment of the 
24 Rosenzweig situations, with a trained 
auxiliary taking the part of the initiating per- 
son in all cases. The actual situations were 
minor incidents which were worked into the 
test procedure of the role playing after much 
trial and error, and which were standardized 
for the entire procedure once the actual test- 
ing got under way. These actual situations, 
as well as those of the Rosenzweig P-F 
Study, can be characterized by the concept 
“mildly frustrating.” The responses of the 


subjects were scored according to the 11 cat- 
egories established for the P-F Study, but 
in the cases of the role playing and the actual 
behavior the scorer had in addition the nota- 
tions of postural changes and the intonations 
in voice recordings. Let us now consider the 
results in a single category, e.g., “Blame, hos- 
tility, etc., are turned against some person 
or thing in the environment.” In the group, 
the greatest amount of hostility was shown 
in the paper and pencil responses of the 
Rosenzweig P-F Study, less in the role 
playing, and the actual behavior showed the 
least amount of hostility. The differences be- 
tween the means were unquestionably signifi- 
cant, having probabilities of occurrence of 
less than 1 chance in 1,000. Now, the ques- 
tion may justifiably be raised that the fact 
that the group means change may not be 
particularly important, especially 1f one can 
still say something about the person’s hostil- 
ity behavior in actual performance on the 
basis of the content of his responses in the 
role playing or the paper and pencil test. 
However, no significant correlation existed 
between either the performance in the paper 
and pencil situations or the role playing and 
the performance in the actual situations. It 
should be noted that a small but significant 
correlation existed between the paper and 
pencil and the role piaying responses for this 
category of behavior. This might well be the 
result of memory (or practice), however, 


since the same situations were used in the . 


testing of both levels. Further it should be 
noted that by 2 approaches it was demon- 
strated that the role playing responses were 
closer to the responses in the actual situations 
than were the paper and pencil responses. 
These, I would say, are interesting results, 
and I hope that they elicit as much thought 
on the part of others as they induced in me. 

But what is the meaning of this research 
for the group psychotherapist? It should 
serve as a caution. In terms of diagnosis and 
therapy, but diagnosis in particular, the ther- 
apist should keep the purposes of his therapy 
to the forefront. If his purpose is “to enable 
the patient to adjust adequately to the social 
environment,” then the therapist may want to 
take a closer look at how his patient is actu- 
ally behaving, and how the behavior needs to 
be modified so that the objective may be real- 
ized. In his diagnostic orientation, the group 
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psychotherapist has an opportunity to do this, 
for his diagnosis extends into the group ses- 
sions he conducts, and he has an opportunity 
to observe the behavior of the patient in inter- 
action. The particular procedures of the 
group psychotherapists may be inclusive or 
limited, but there are approaches broad 
enough to include a great variety of social 
situations. The individual therapist, on the 
other hand, may exclude this opportunity, 
and depend heavily on the content of the ver- 
balizations of the patient. 

I hope that the meaning of the above will 
not be misunderstood. I have spoken of 
limitations, of advantages, and of opportun- 
ities, and occasionally, of scientifically veri- 
fied facts. I have not spoken of end products, 
of efficacies of the various approaches, and I 
do not think that anyone is entitled to do so 
at this time since there are no control studies 
available. Further, I have not suggested 
that any type of data is inadmissible in the 
diagnosis of any patient, but rather that there 
may be limitations in particular emphases. 
The point to be made is simple. It is that 
at this juncture the group psychotherapists 
“attempting direct modification of behavior” 
are probably on better ground, scientifically 


speaking, than individual therapists attempt- 
ing to get at “underlying causes.” Both have 
to be artists, but I am afraid that the indi- 
vidual therapist is more often the artist. 

I assume that there may be considerable 
reaction to this paper, but I hope that the 
reactions will be addressed to the reexamin- 
ation of assumptions rather than to attacking 
a paper as weak as this one necessarily is in 
its brevity. It is hoped that the paper will 
stimulate some thought on the part of the 
therapist, for the laboratory scientist is often 
restricted in his sphere of interest and even 
his perspective, and most frequently, it is the 
therapist who provides the important hy- 
potheses that the laboratory scientist tests. 
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It is by now well established that atabrine 
(quinacrine, mepacrine, 2-methoxy-6-chloro- 
g-methyl-diethylamino _butyl-aminoacridine 
dihydrochloride) has a specific toxic affinity 
for the central nervous system. The develop- 
ment of psychoses and convulsions during or 
following its administration has been ob- 
served and commented upon. Little informa- 
tion, however, is available on the effect of 
atabrine on the electrical activity of the brain. 
Reports on this subject deal with electro- 
encephalographic studies on frogs and cats 
(1), those on human beings(2) only after 
exoerimental administration of the drug. The 
electroencephalographic changes reported in 
this communication were observed in a case 
of toxic psychosis that developed in the 
course of the therapeutic administration of 
atabrine. 


CASE REPORT 


The patient, M. M., 16 years of age, is the daugh- 
ter of healthy parents of Persian origin. There is 
no family history of mental or nervous disease and 
the patient’s birth and developmental history have 
been normal throughout. At school, she was the 
first in her class and liked by her teachers and 
schoolmates. Sociable and considerate by nature, 
she devotedly shared the sorrcws and difficulties of 
her home. 

She began complaining recently of headaches and 
a general feeling of tiredness. Medical examination 
at the outpatients’ department of the Hadassah Uni- 
versity Hospital revealed an amoebic infection and 
the patient was started on a 10-day course of entero- 
sept (5, 7-di-iodo-8-hydroxyquinoline) combined 
with mepacrine. The patient took 6 21 mg. tablets of 
enterosept and 3 0.1 gm. tablets of mepacrine daily 
as prescribed. Altogether, in the course of 10 days, 
she ingested 3 gms. of mepacrine. 

On the eighth day of treatment, the parents 
noticed a yellow discoloration of her skin and, at the 
same time, a remarkable change in her behavior. 
This usually restrained and quiet girl became rest- 
less, remarkably hilarious, and talkative; this state 
of mental elation lasted for 7 days. Five days after 
the completion of the atabrine treatment, a further 
change occurred. The patient, who well remembers 


1 From the Ezrat Nashim Mental Hospital and 
the Department of Neuropsychiatry of the Roths- 
child Hadassah University Hospital and the He- 
brew University Medical School, Jerusalem. 
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THE ELECTRICAL ACTIVITY OF THE BRAIN IN A CASE OF 
ATABRINE PSYCHOSIS 


L. HALPERN, M.D., M. STREIFLER, M.D., M. Sc., ann L. LASZLO, M.D. 
JERUSALEM, ISRAEL 


this phase of her illness, told us later that on that 
day she had been in a state of great anxiety. She 
had seen lights in the sky and had thought that the 
Messiah was coming. According to her parents, 
her sleep had been very restless that night, with 
much talking in Hebrew, French, and Persian. She 
woke up several times, crying and grimacing. The 
next morning found her completely confused. She 
talked incoherently and maintained that a black 
hand was reaching out for her. The same evening 
(26 October 1952) she became wildly excited and 
agitated and had to be admitted to the Ezrat 
Nashim Mental Hospital. There she was found to 
be completely confused and in a state of severe psy- 
chomotor unrest. This state persisted for 5 days, 
when she calmed down somewhat, began orienting 
herself to her surroundings and, for the first time in 
several days, accepted food. Her speech also be- 
came coherent and logical, but she remained mildly 
depressed and anxious for a further period of about 
4 weeks. The clinical diagnosis on discharge was 
atabrine psychosis. 

Electroencephalographic Findings—The first 
EEG record was obtained on 31 October 1952, 21 
days after commencement of the atabrine treatment 
and 1 day after the disappearance of her confusional 
state (Fig. 1). There was very little regular ac- 
tivity in the alpha range. This, however, was fairly 
symmetrical and showed a satisfactory “blocking” 
response. Apart from a considerable amount of 6- 
4 cps. activity, a great many 4-2 cps. waves were 
seen in the leads from both occipital and posterior 
parietal areas. These waves appeared frequently in 
the form of short sequences, shifting from one side 
to the other. Overbreathing induced a slight 
“build-up” of this abnormality. 

The second EEG record (Fig. 2) obtained one 
week later, on November 7, 1952, showed remark- 
able improvement. Its basic activity was an alpha 
rhythm of 8-94 cps., which appeared in a fairly 
regular and symmetrical pattern as far forward as 
the posterior frontal regions, and responded wel! to 
blocking stimuli. There was only a small amount 
of diffuse 6-5 cps. activity in the record. Over- 
breathing this time produced only a very slight 
change in the tracings. 

Three subsequent EEG examinations, performed 
at weekly intervals, showed a slow but progressive 
improvement of the curves. Figure 3 shows a repre- 
sentative section of a record obtained on December 
5, 1952, demonstrating the almost complete return to 
normal of the electrical activity of the brain. 


Discussion AND CONCLUSIONS 


The oral administration of 3 gms. of ata- 
brine resulted in the development of a psy- 
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Fic. 1.—EEG record obtained 21 days after commencement of atabrine treatment 
and 1 day after disappearance of confusional state. 
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Fic. 2—EEG record obtained 1 week later, showing remarkable improvement. 


chotic reaction in this young patient. The 
psychosis started with a manic phase on the 
eighth day of treatment and progressed to a 
state of excited confusion lasting for 5 days 
before subsiding slowly to a short residual 
depression of short duration. That this psy- 
chotic reaction was due to the atabrine and 
not to any other factor emerges clearly from 
the history of the case and the time of onset. 
Since the atabrine had been given here for 


the treatment of amoebiasis, there being no 
question of malaria, this case offers addi- 
tional evidence in favor of the view that 
malaria does not play an essential role in the 
etiology of atabrine psychosis. The culmina- 
tion in a confusional state, as described here, 
has frequently been reported by other inves- 
tigators and appears to be a fairly character- 
istic feature of the varied symptomatology 
of atabrine psychosis. 
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It has been claimed that the development 
of an atabrine psychosis is invariably asso- 
ciated with pre-existent mental instability, 
but the fact that this patient’s mental health 
record was entirely clear suggests that this 
contention cannot claim universal validity. 
This observation is in keeping with that of 
Boyd(3), who states, “The idea these [#.e., 
atabrine psychoses] occur in individuals with 
a psychopathic background is unsubstanti- 
ated.” 

We were particularly concerned to ascer- 
tain the extent to which this toxic psychosis 
was accompanied by changes in the electrical 
activity of the brain. The electroencephalo- 
graphic investigation showed abnormal slow- 
ing down and disorganization of electrical 
brain activity at the height of the psychosis, 
while the clinical improvement was reflected 
in a progressive return to normal of the 
curve. 

On reviewing the pertinent literature, we 
could not find any reports on the subject. The 
investigations by Engel et al.(2) concern not 
psychotics but normal persons who were 
given atabrine experimentally. The clinical 
changes observed in these were motor ac- 
celeration, restlessness, sleeplessness, and in- 
creased capacity for work, while electroence- 
phalographically a concomitant acceleration 


Fic. 3.—EEG record 5 weeks after Fig. 1, demonstrating almost complete return to 
normal. 


of the brain activity was demonstrated. This 
correlation between the clinical and electro- 
encephalographical data led these investiga- 
tors to the conclusion that atabrine has a 
stimulating effect upon the central nervous 
system, similar to that of amphetamine or 
caffeine. Such a conclusion would seem to be 
contradicted by the slowing down of the elec- 
trical brain activity observed in our case. The 
difference in the electrical behavior, however, 
may be an expression of the different degrees 
of disturbarces caused by the drug in these 2 
instances. Psychological stimulation may 
very well be accompanied, electroencephalo- 
graphically, by a shift to faster frequencies, 
while psychotic confusion—the clinical coun- 
terpart of a marked toxic alteration of mental 
activity—may register itself in a slowing 
down of brain wave patterns. Pick et al.(1), 
studying the effect of atabrine on the EEG in 
frogs and cats, found a considerable decrease 
in the frequency and amplitude of the brain 
waves. 

It seems likely that the actual blood and 
tissue concentrations of the drug are the de- 
termining factors of the type and degree of 
disturbance caused. While lower blood levels 
may have a stimulating effect, higher ones 
may have a slowing to paralysing action on 
brain activity, possibly due to interference 
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with cellular metabolism. In bromide intoxi- 
cation, Greenblatt et al.(4) reported mainly 
slow electrical activity with high blood bro- 
mide levels, mixed abnormal fast and slow 
frequencies in the intermediate range of 
blood concentrations ; while at the low levels 
the EEG usually exhibited abnormally fast 
activity. 

The pronounced and long-lasting yellow 
discoloration of our patient’s skin would 
seem to indicate the presence of an increased 
absorption and of a slow excretion of the ata- 
brine, probably resulting in a temporary high 
blood and tissue concentration. 

Greville and Heppenstall(5) in comment- 
ing upon the experiments by Pick e¢ al.(1) 
state, ““Mepacrine thus appears to affect cor- 
tical electrical activity in animals, but it is not 
clear whether this has much bearing on the 
psychic disturbances in man.” The present 
case report indicates that similar relation- 
ships hold in man also. 


SUMMARY 


Repeated and systematic electroencephalo- 
graphic examinations in a case of atabrine 
psychosis showed a marked slowing down 
and disorganization of the electrical activity 
of the brain. Clinical improvement was ac- 
companied by a progressive return to normal 
of the electroencephalographic traces. 

In reviewing the pertinent literature the 
correlation between the clinical and the elec- 
troencephalographic findings is discussed. 
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In 1913 Ernest Jones published an article 
entitled “The God Complex”(1) in the 
course of which he suggested that an un- 
conscious identification with God, when sub- 
limated, was one of the factors which might 
lead people to a strong interest in psychology 
and psychiatry. His formulation was based 
upon the assumption that individuals with 
this type of character formation had strong 
exhibitionistic trends, with the usual coun- 
terpart of strong scoptophilia and curiosity 
concerning the private life of others. 

The purpose of the present article is to 
examine the hypothesis that whether or not 
unconscious feelings of superiority have 
been part of the psychiatrist’s original make 
up, certain factors peculiarly inherent to the 
practice of psychotherapy have a tendency 
to foster such feelings. 

There is no single type of motivation, nor 
any single type of character that leads to the 
practice of psychotherapy. There are as 
many varying personalities among psycho- 
therapists as there are in any other profes- 
sional group. Some are unconsciously mo- 
tivated primarily by an effort to solve inner 
psychological conflicts of their own; others 
by prestige values (particularly since tie 
increase in the status of psychiatry in recent 
years); others by needs to “mother” or 
“father” other people; others, as Jones has 
suggested, by sublimation of strong curiosity 
about the private affairs of other people; still 
others by combinations of these and many 
other determinants. There are others whose 
entrance into the profession has been de- 
termined more by accidental environmental 
factors than by inner needs. Choice of oc- 
cupation is rarely determined by inner psy- 
chological factors alone, but rather by a 
combination of these with external factors. 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 Training Analyst, Institute of Psychoanalytic 
Medicine of Southern California; Visiting Pro- 
fessor, School of Social Welfare, University of 
California at Los Angeles. 


370 


THE FEELING OF SUPERIORITY: AN OCCUPATIONAL HAZARD 
IN THE PRACTICE OF PSYCHOTHERAPY * 


JUDD MARMOR, M.D.,? Beverty Hitts, Cauir. 


The same psychological needs that motivate 
a person to become a doctor might, in a dif- 
ferent social setting, lead him to become a 
priest, a business man, or a teacher. 

The important factor relevant to the pres- 
ent discussion is that the constant exercise of 
authority carries with it the occupational 
hazard of tending to create unrealistic feel- 
ings of superiority in the authority figure. 
This problem may be seen not only in psy- 
chotherapists, but in a wide variety of oc- 
cupations that involve some relationship of 
authority over other people, ¢.g., doctors, 
lawyers, clergymen, teachers, business exec- 
utives, political and military leaders, etc. In 
the practice of psychotherapy, however, 
there are special conditions that make this 
hazard particularly operative. 

It is of special concern in the practice of 
psychotherapy, moreover, because its im- 
plications involve not merely the psycho- 
therapist, but all of his patients. Unconscious 
arrogance and grandiosity must inevitably 
interfere with the capacity for good psycho- 
therapy. It is inherent and implicit in the 
nature of modern dynamic psychotherapy 
that the therapist is trying to help people 
develop emoti¢nal maturity, to become free 
from oedipal fixations, and to acquire a sense 
of self-respecting adulthood. It must be 
apparent that any therapist who consciously 
or unconsciously assumes an attitude of 
authoritarian superiority over his patients 
will be less able to establish the kind of psy- 
chotherapeutic relationship with them that 
will enable them to give up their immature 
transference attitudes. 

The psychotherapist pursues an unusually 
isolated kind of practice. He sits alone in his 
office for a large part of each day and works 
with a succession of individuals, most of 
whom have come to him only after vainly 
trying other solutions. The majority of 
these patients, sooner or later, tend to relate 
to the therapist as though he were a parent- 
figure, and to idealize him much as the young 
child does the parent—this regardless of the 
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actual physical or intellectual attributes of 
the therapist. Such “transference” reactions, 
moreover, may come from people of con- 
siderable achievement themselves—partic- 
ularly when the therapist begins to acquire 
prestige. The seductive influence of an 
abundant flow of tranference admiration 
from such sources may be considerable. 

This is particularly so since there is a 
reality factor operative in addition to the 
transference distortion. The therapist, in a 
real sense, is an important person to his 
patients. They come to him in need and he 
is trying to help them. The tendency for the 
therapist to feel that his patients are depend- 
ent upon him for their functioning rests, 
therefore, upon a small grain of truth which 
adds to the danger of occupational arro- 
gance. This hazard will, of course, be greater 
for those therapists who utilize an author- 
itarian, directive approach rather than a non- 
directive one. 

Another contributory element is the fact 
that what goes on between the therapist and 
his patients is peculiarly personal and 
unique. Without in any way minimizing the 
scientific basis that underlies good psycho- 
therapeutic technique, in practice it is in- 
evitably colored by the therapist’s individual 
personality and his unique manner of ex- 
pressing himself. Psychotherapy is not like 
a surgical procedure which can be stand- 
ardized, studied, observed, and carried out 
almost identically by a score of different 
surgeons. There is rarely but one way of 
handling a psychotherapeutic problem. Many 
different approaches may “work” equally 
well for the patient. The therapist rich in 
literary background may express himself in 
literary allusions; the “serious minded” 
therapist may utilize a direct, literal ap- 
proach; still a third may use wit effectively. 
When a therapist’s technique is reasonably 
effective, his professional isolation and in- 
ability to observe directly the techniques of 
others may in time lead to a tendency to 
overestimate the virtue of his own particular 
approach and ability in contrast to those of 
his colleagues. It may be worth considering 
to what extent such factors contribute to the 
ardor and conviction with which various 
“schools” of thought in psychiatry proclaim 
their superiority over rival schools. 


It is not only the reactions of his patients 
that tend to foster “God-like” feelings in the 
psychotherapist. The attitude of the lay 
public is equally significant in this regard. 
When a psychotherapist is identified as such 
in a social gathering the reaction that is often 
elicited is one compounded of awe and dis- 
trust. The psychotherapist has become the 
shaman of our society, the all-seeing father 
with the Cyclopean eye. He is endowed with 
God-like perceptiveness. “I’d better be care- 
ful or you'll read my thoughts,” is a con- 
stantly encountered reaction. The assump- 
tion that the psychotherapist merely by a 
glance can understand any variety of dream, 
behavior problem, or emotional disturbance 
is one that is often shared by patients and 
public alike. Not infrequently a patient will 
say to a therapist who is straining to under- 
stand something, “Of course you know 
exactly what the trouble is, but you’re just 
trying to make me find out for myself.” 

Another aspect of this overvaluation of 
the psychotherapist appears in the way he is 
portrayed in literature, on the screen and 
stage, or in popular magazines. He is either 
the omniscient embodiment of God himself, 
as in Eliot’s “Cocktail Party,” or a malev- 
olent but powerful fraud, such as the quack 
psychologist in the book, “Nightmare Alley.” 
He is either Deity or Devil, but rarely is he 
portrayed as he really is—a person with 
special training and ability, with human 
strengths and human frailties. Psychody- 
namically, we can recognize in this the pat- 
tern of emotional ambivalence that character- 
izes the attitude of the child to the father- 
figure, who is the presumptive source both 
of support and frustration. Since the con- 
cept of God Himself, as Freud has pointed 
out(2), is a projection of this father symbol, 
we see in this pattern a fertile soil for the 
development of a God complex in the 
psychotherapist. 

The factors that we have been discussing 
thus far have been chiefly external factors in 
the environment of the psychotherapist. Let 
us now consider some of the internal factors 
within the psychotherapist which may pre- 
dispose him to the development of an uncon- 
scious attitude of superiority. 

A feeling of grandiosity, like any other 
character-trait that involves some distortion 
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of reality, must be, in part at least, a result 
of an ego-defense against anxiety. What is 
the source of anxiety in the practice of psy- 
chotherapy? Disregard, for the moment, 
the obvious example of the therapist who is 
incompetent or poorly trained. It is obvious 
that the need to take refuge behind a wall of 
conscious or unconscious arrogance is bound 
to be greater the more inadequate the thera- 
pist feels himself to be. The well-trained 
psychotherapist rarely lays claim to the 
omniscience that the quack or the amateur 
“parlor psychologist” so readily assumes. 

There are factors inherent in the practice 
of psychotherapy, however, that are capable 
of producing anxiety even in the most com- 
petent and well-trained therapist. Consider 
the human material with which he deals. It 
is infinitely variable, complex, confusing, and 
often distressing. The happiness not merely 
of individuals, but often of entire families, 
hinges on the outcome of his work. There 
are few professions that present their practi- 
tioners with so challenging a series of daily 
trials and responsibilities. No conscientious 
therapist can be unconcerned in dealing, for 
example, with the danger of suicide or of 
aggressive acting-out on the part of a 
patient. 

Moreover, the evaluation of what goes on 
in a psychotherapeutic relationship is further 
complicated by the variability of the human 
observers themselves. No two therapists 
studying the same individual come up with 
identical findings. What the therapist sees, 
recognizes, emphasizes, and how he inter- 
prets it is always, at least in part, dependent 
on his “personal equation.” Every human 
being’s perceptions in this area are bound to 
be colored by his own developmental history, 
personal experiences, social position, and 
cultural background. Although theoretically 
many dynamic psychotherapists try to be 
free from value judgments, in actual fact this 
is an ideal impossible of attainment. Value 
systems of one sort or another inevitably 
enter into every psychotherapeutic relation- 
ship—into the choice of patients, into the 
concept of what is psychologically healthy or 
unhealthy, into the very selection of what is 
interpreted or not interpreted. 

All of these factors, then—the lack of 
fixed standards, the necessity of adapting to 


constantly changing and shifting problems, 
the complexity of the material, the realistic 
difficulties involved in achieving sucess, the 
constant need to make corrections for sub- 
jective blind spots, the disparity between the 
therapist’s human limitations and the ex- 
pectations of his patients and the public— 
are a constant potential source of anxiety to 
the psychotherapist and may create in him 
defensive tendencies to bolster his threatened 
ego by maximizing his successes, by min- 
imizing his shortcomings and in extreme 
cases by taking refuge in the character traits 
of the God complex. 

For despite occasional prash claims to the 
contrary, the fact is that we are far from 
knowing all the answers in this field. In 
spite of continuing progress, our techniques 
of treatment still lag behind our understand- 
ing of the forces that make people ill. As 
psychotherapists we are faced with the prob- 
lem of trying to help people live with a min- 
imum of tension in a world that is insecure, 
complex, and contradictory. In a conflict- 
ridden society such as ours which spawns 
mental illness with fearful fecundity, the 
efforts of the psychotherapist seem at times 
as futile as those of Canute, ordering the 
waves of the ocean to recede! 

Let us now examine some of the actual 
manifestations of this syndrome, keeping in 
mind that we are particularly concerned with 
how it may reflect itself among psycho- 
therapists. We turn to Jones’ original for- 
mulations(1). He says: 

These first manifestations (of the God Complex) 
like those through the whole complex, are most 
typically reaction-products. Thus obvious self- 
conceit or vanity is not so frequent or characteris- 
tic as an excessive self-modesty, which at times is 
so pronounced as to be truly a self-effacement..... 
[There is] a tendency to aloofness. .... [The man] 
makes himself as inaccessible as possible, and sur- 
rounds his personality with a cloud of mystery .... 
Even the most trivial pieces of information about 
himself, those which an ordinary man sees no ob- 
ject in keeping to himself, are invested with a sense 
of high importance, and are parted with only under 
pressure. .... He rarely expresses his thought 
clearly and directly. Very characteristic is a lengthy, 
involved and circuitous form of diction..... Su 

men are both unsociable and unsocial, in the wider 
sense. They adapt themselves with difficulty to any 
activity in common with others, whether it be of a 
political, scientific or business kind. .... One of the 
most distressing character traits .... is the attitude 
of disinclination towards the acceptance of new 
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knowledge. This follows quite logically from the 
idea of omniscience, for anyone who already knows 
everything naturally cannot be taught anything new ; 
still less can he admit that he has ever made a mis- 
take in his knowledge. .... The resentment with 
which these men observe the growing prominence 
of younger rivals forms a curious contrast to an- 
other character trait, namely, their desire to pro- 
tect. They are fond of helping, of acting as patron 
or guardian, and so on. All this, however, happens 
only under the strict condition that the person to be 
protected acknowledges his helpless position and ap- 
peals to them as the weak to the strong. 


This brief excerpt from Jones’ keen clini- 
cal description (which deserves to be read in 
its entirety) contains a number of elements 
that can be identified with traits sometimes 
associated with psychotherapists. Consider, 
for example, the tendency to cloak oneself in 
mystery. It will be recognized, that one of 
Freud’s early formulations concerning psy- 
choanalytic technique was precisely that the 
therapist should remain “impenetrable to the 
patient, and like a mirror, reflect nothing 
but what is shown to him’”(3). As time has 
gone on in the development of psychoanalytic 
technique there has been a tendency to mod- 
ify this original formulation of Freud’s. This 
is not the place in which to argue the various 
pros and cons of this technical problem. 
What concerns us here is the importance of 
the therapist’s realizing that an element in 
the need to maintain an air of mystery about 
himself may be a defense against his own 
anxiety in relation to his patient. If the 
therapist is truly convinced that for sound 
technical reasons he should not reveal any or 
all aspects of his personal life, that is well 
and good. He needs to look constantly 
within himself, however, to check whether or 
not the retreat behind a cloak of mystery is a 
defense against anxiety, a fear of being un- 
able to deal with an emotional relationship 
with a patient, or perhaps a manifestation of 
an unconscious attitude of superiority, as 
though to say, “The patient doesn’t have to 
know anything about me. We live in dif- 
ferent worlds.” 

Another aspect of the psychotherapist’s 
surrounding himself in mystery is that it 
tends to intensify the idealizations of him by 
his patients. The less they see him as an or- 
dinary human being, the greater the tend- 
ency to assume that he is, indeed, perfect. 
Patients under such circumstances will often 


say: “I am sure your relationship with your 
wife must be wonderful,” or “Of course, 
you probably never have such problems with 
your children,” or, “It must be wonderful 
to know how to handle every kind of situa- 
tion.” Thus there is a tendency to increase 
the unrealistic aspects of the transference 
and to foster an unconsciously authoritarian 
parent-child relationship. It might be well 
for psychotherapists to reconsider whether 
or not “trivial pieces of information .. . 
those which an ordinary man sees no object 
in keeping to himself,” really must be kept 
inaccessible to the patient. This is not in any 
way to negate the technical importance of 
always at the same time trying to understand 
any unconscious significance which may ex- 
ist behind a patient’s curiosity. 

Occasionally, however, the feeling of su- 
periority expresses itself in a diametrically 
opposite way, namely in terms of commu- 
nicating too much about oneself to the pa- 
tient. This can be equally damaging to the 
therapeutic goal. The therapist who does 
this is often unconsciously setting himself 
up as a model for the patient, and implying 
to the patient: “Try to do as I do.” Even 
though patterning himself after the therapist 
might afford a patient temporary relief from 
anxiety, it obviously fails to meet the basic 
need of achieving the kind of emotional ma- 
turity that will enable him to develop inde- 
pendent standards of thought and behavior. 
Such transference improvement, which is 
usually based on pleasing the therapist, is 
almost always transitory, since it carries with 
it no real character growth on the part of the 
patient. 

Jones’ description of the attitude towards 
younger colleagues strikes another reminis- 
cent note when one considers the field of 
psychotherapy. Aggressiveness to one’s 
competitors is, of course, not confined to the 
field of psychotherapy, but the need of occa- 
sional outstanding leaders in the field to sur- 
round themselves with disciples rather than 
with independent thinking colleagues is 
worth noting. As Jones has indicated, this 
is really a way of disarming a rival, the un- 
conscious formula being, “I will love you 
and protect you if you accept my domi- 
nation.” The disciple thus gets the vicarious 
glory of being associated with the leader, 
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while the leader whose “godliness” is ac- 
cepted is protected from the threat of 
competition. 

Similar patterns can be observed also in 
the fields of psychology and social work. 
When one examines more closely the psy- 
chodynamics of the relationship between a 
supervising teacher and a younger colleague, 
some of the reasons for this become appar- 
ent. The supervising therapist, whether he 
is aware of it or not, usually operates under 
an inner need to demonstrate his superior 
knowledge or experience, since his sense of 
usefulness as a supervisor is largely depend- 
ent on his ability to point out errors of omis- 
sion or commission to the student. Thus the 
supervising therapist has a double occupa- 
tional hazard. Not only is he exposed to the 
idealization of his own patients, but he also 
receives frequent deference from colleagues 
who are themselves usually extremely com- 
petent and intelligent people. Moreover, the 
potential anxiety to which the psychother- 
apist is exposed is even greater for the su- 
pervising therapist who is expected, often 
on the basis of inadequate material, to un- 
derstand all the complexities that his col- 
leagues are failing to grasp. 

Another common occurrence in our field 
is the tendency to be destructively critical of 
other colleagues. Trigant Burrow, in dis- 
cussing this problem among psychoanalysts 
(though it is equally pertinent to other psy- 
chotherapists) sail: “Let any two psycho- 
analysts get together long enough for a 
heart-to-heart talk and before parting they 
will have damned the methods of every other 
psychoanalyst extant”(4). It must be em- 
phasized that such tendencies, where they do 
exist, do not indicate that psychotherapists 
as a group are less tolerant or more aggres- 
sive than are other people. It is precisely 
that the hazards and insecurity of their 
work, plus its ego-seductive aspects, plus its 
isolationism, tend to foster such defensive 
arrogance to a greater extent perhaps, than 
do many other professions. 

Another phenomenon is the degree of sep- 
aratism and mutual hostility that exists be- 
tween the adherents of different schools of 
thought in this field. The same dynamic 
tendencies that predispose the psychother- 
apist to the development of defensive feel- 


ings of superiority also tend to foster strong 
in-group formations. By being part of a 
group that lays claim to possessing the Only 
True Theory, the therapist’s ego finds addi- 
tional security against the constant chal- 
lenges that the complex realities of his prac- 
tice present to his theories and his methods. 
It is a manifestation of all in-group thinking 
to believe that one’s own group has some 
quality or virtue that makes it superior to all 
the out-groups. Behind this is usually some 
latent insecurity that manifests itself by 
one’s feeling comfortable only with members 
of his own group, with people who presum- 
ably think and do as he does. This leads not 
only to an increasing isolationism but often 
even to increasingly esoteric private lan- 
guages. Thus the communication between 
the groups grows ever more difficult. 

This isolationism, moreover, has a tend- 
ency to cause the different groups to become 
increasingly cult-like, self-contained, and 
immune to outside influences. All facts are 
made willy-nilly to fit the framework of 
one’s own viewpoint, and there is a defensive 
reluctance to examine or accept concepts 
that do not fit. Thus the unconscious feeling 
of superiority of each group tends to be 
constantly reinforced. 

What safeguards can the psychotherapist 
exercise to protect himself against this oc- 
cupational hazard? The following sugges- 
tions come to mind: 

(1) The greater the emotional security of 
the therapist, the less susceptible will he be 
to the blandishments and anxieties that pro- 
mote unconscious grandiosity. Assuming 
that one has not had the rare good fortune 
of growing up without neurotic distortions 
of personality, a good personal analysis still 
remains, theoretically at least, one of the 
best ways of achieving such security. Freud’s 
original comments about this are as pertinent 
today as when they were first published in 
IgI2: 

If the physician is to be able to use his own un- 
conscious in this way as an instrument in the analy- 
sis, he must fulfill one psychological condition in a 
high degree. He may tolerate no resistance in him- 
self which would withhold from his consciousness 
what is perceived by his unconscious. .... It is a 
justifiable requisition that he should . . . become 
aware of those complexes in himself which would 


be apt to affect his comprehension of the patient’s 
disclosures. Every unresolved repression in the 
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physician constitutes what W. Stekel has well 
named a ‘blind spot’ in his capacity for analytic 
perception(3). 


In this connection it is perhaps well to 
point out, however, that even the most suc- 
cessful of personal analyses never represents 
the completion of one’s emotional growth, 
but merely a phase of growth. The success- 
fully analyzed person is one who has ac- 
quired sufficient understanding of his mo- 
tivations and character traits to enable him 
to continue to change and develop as a per- 
son for the balance of his life. The analyzed 
individual who utilizes his analysis to justify 
an attitude of smug superiority over others 
thereby reveals an island of unresolved in- 
security in himself. Strictly speaking, a good 
analysis is never really completed—it merely 
continues to operate as a “self-analysis” 
without requiring the assistance of a psy- 
choanalyst. 

(2) Next to personal analysis, the impor- 
tance for the psychotherapist of an adequate 
period of supervised work cannot be too 
strongly emphasized. With all of its limita- 
tions (the gaps in the student’s reporting, 
the variable adequacy of supervisors, etc.) 
it still remains the most important method 
by which the student in this field can get 
some objective appraisal of what he is doing. 
Presenting a case over a long period of time 
to a group of colleagues (“continuous case 
seminar”) is an equally valuable experience 
for the student; and more use could and 
should be made of recording devices for 
teaching purposes, even if only an occasional 
hour were recorded. 

(3) The psychotherapist in practice needs 
to be constantly on guard against the defen- 
sive tendency of the ego to take refuge in 
arrogance. It is as natural for the ego to 
minimize its failures and cherish its suc- 
cesses as it is for the abdominal musculature 
to become rigid when a tender area is 
touched. The perceptive psychotherapist 
must correct against this tendency by not 
letting himself forget his errors and striving 
ceaselessly to learn from them. It is impor- 
tant to be able to admit errors and human 
weaknesses to patients also, and not to foster 
in them the illusion that the therapist is the 
embodiment of perfection. The therapist has 
to be as objective about the hostile comments 


of patients as about their flatteries of him. 
It is too easy to attribute such comment al- 
ways to “negative transference,” although 
this is undoubtedly ego-protective. Criti- 
isms of the therapist by the patient may be 
based on real deficiencies in the former, and 
the therapist whose mind is open to such 
possibilities cannot but benefit from such 
increased awareness of himself. Moreover, 
the psychotherapist is in actual fact always 
learning from every patient. Since every 
patient’s problem is, at least in part, a unique 
one, the working through of every problem 
is part of the psychotherapist’s research as 
well as his continuing education.* 

The willingness to admit, not only to pa- 
tients but to the world at large, the limita- 
tions of our knowledge is important. I am 
not advocating any false modesty, however. 
We need not minimize the progress that is 
constantly being made in our knowledge and 
methods, but our very security in the sci- 
entific base of our techniques should pro- 
tect us against the necessity of claiming 
omniscience. 

(4) There should be increasing empha- 
sis on interdisciplinary contacts, not only 
between psychiatrists, psychologists, and 
psychiatric social workers, but also with 
physicians in general as well as with anthro- 
pologists, sociologists, and social philoso- 
phers. Every effort should be made to avoid 
being isolated into narrow in-groups. It 
would also have a salutary effect upon our 
science if we tried to express ourselves in 
terms that can be universally understood 
rather than in language that only the “in- 
doctrinated” can understand. This tendency 
to esoteric expression is something that 
people outside the field of psychotherapy 
have justly criticized. There is no valid rea- 
son why concepts in our field cannot be pre- 
sented in terms that are intelligible to all 
physicians and allied social scientists. 

(5) Every psychotherapist ought to re- 
serve some portion of his time for outside 


8 I am indebted to Frieda Fromm-Reichmann for 
reminding me of the value of having psychothera- 
peutic experience with schizophrenic patients. Not 
only do schizophrenic patients have a greater ability 
than most therapists to interpret the language and 
symbolism of the unconscious, but they also often 
put their fingers with penetrating keenness on weak- 

sses and pretensions in the therapist’s personality. 
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work that brings him into contact with other 
colleagues, where mutual experiences can be 
shared, discussed, and criticized. 

(6) Relationships with people outside 
one’s own field are equally important. One 
too often sees an unhealthy limitation of 
social and professional life to members of a 
psychotherapist’s in-group. 

(7) Finally, a constant cherishing of, and 
working toward, a democratic kind of inter- 
personal relationship with all people—pa- 
tients, friends, relatives, and strangers—is an 
essential safeguard against the God complex. 
The need for deference is always an expres- 
sion of unconscious arrogance and an under- 
lying anxiety and insecurity. Authoritarian- 
ism is psychologically unhealthy for those 


who dominate as well as for those who are 
dominated. Only in an atmosphere of dem- 
ocratic interrelationships can both the psy- 
chotherapist and his patients achieve their 
fullest development. 
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RECURRENT PSYCHOTIC EPISODES IN MIDDLE LIFE* 
NORMAN R. BERNSTEIN, New York Crry 


Many forms of temporary ‘ psychotic 
breaks have been described, but it is unusual 
to see short recurrent schizophrenic episodes, 
beginning at the age of 37, with recovery 
from each, and without disintegration of the 
personality. 

Repeated psychotic episodes occur in the 
acute schizo-affective disorder, where there 
is a blending of schizophrenic and manic- 
depressive symptoms. Kasanin(13) de- 
scribed a group of patients in good physical 
health and socially well adjusted, who be- 
came psychotic while in difficult environ- 
mental situations. They fell ill suddenly, in 
settings of marked emotional turmoil, but 
recovered in a few weeks or months, and 
returned to their families and jobs. Some 
patients in this group follow cyclical courses, 
with definite sequences of illness and remis- 
sion(19). 

Transitory schizophrenic reactions have 
been seen in various intoxications, as in 
bromism(15) and alcoholism. These reac- 
tions are usually paranoid, but the patients 
also show inappropriateness of affect ex- 
pression, fragmentation, and concretism of 
thought, rather than the terror and visual 
hallucinations usually found in toxic delir- 
ium and delirium tremens. These reactions 
occur in individuals whose prepsychotic per- 
sonalities are schizoid, and they recover from 
the psychosis after withdrawal of the toxic 
agent. 

In military combat situations, outspoken 
psychoses are often produced, from which 
the patients recover rapidly without specific 
treatment, if they are removed from the 
stress situations(6, 9, 12). Repeated short 
manic attacks and psychomotor epilepsy 
without convulsions are both well known. 

Sporadic catatonic episodes occur in 
chronic schizophrenics. When the catatonic 
excitement or stupor occurs regularly asso- 
ciated with signs of sympathetic nervous 
system activity, it comprises the syndrome 
of “periodic catatonia.” Some of the signs— 


1From the Psychiatric Service, Kings County 
Hospital, Brooklyn, N. Y. 


tachycardia, increased blood pressure, pallor, 
cold clammy extremities, fleeting anisocorea, 
mydriasis, and nitrogen retention—may 
occur in the more common nonperiodic cat- 
atonic reactions, but not as a regular pattern. 
But all of these patients show permanent 
evidence of a thought disorder and inad- 
equate expression of affect(8, 16). 

Short catatonic excitements are often seen 
in young adults, who recover and function 
well without relapse. Angyal(1) and Knight 
(14) described patients who became psy- 
chotic for longer periods in attempting to 
solve their life problems, and then recovered. 
They subsequently mastered these same 
problems. The patient to be described re- 
sembles this form of schizophrenic response 
most closely. 


CASE HISTORY 


MJ was born in London in 1909, and grew up in 
a home firmly dominated by his father, a school 
teacher. The mother had a subordinate position. 
He had a brother 18 months younger, and a sister 
7 years younger. MJ was an active aggressive 
child, but the strict supervision of his home and 
boarding school kept him in line. ‘He got alonz 
well with his siblings and the boys at school, 
participated in athletics, and became captain éf his 
form. He said he did not feel different from his 
chums and was generally gregarious. He mastur- 
bated during adolescence and had ro overt homo- 
sexual experiences. After completing secondary 
school he won an engineering scholarship to Cam- 
bridge, but gave it up because of his family’s poor 
financial circumstances, and grudgingly became a 
salesman. However, he came to enjoy selling. He 
liked working with people, and was forceful and 
ambitious. 

At 22 he had intercourse for the first time with 
a neighborhood girl. He was fond of her, but broke 
off when he discovered she had other lovers. At 
24 he met his wife. They knew each other for 2 
years before marrying. There were no premarital 
sexual relations. MJ was happy with his wife. He 
always felt she was loyal and proper, and in 1938, 
after 3 years of marriage, they had a son. In 1940 
he was inducted into the British Army. He did not 
see combat, but was assigned to a military intelli- 
gence unit where he interrogated captured enemy 
scientists and technicians. He served for 6 years, and 
was discharged as a major. While stationed in 
France during the latter part of the war, the 
patient had an affair with a Belgian girl, to whom 
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he became very much attached, and unknown to 
him, she ultimately bore a son. His infidelity was 
common knowledge among the other officers, and 
he expressed remorse about it, but did not change. 


ONSET OF THE ILLNESS 


In January 1946, at the age of 37, he was dis- 
charged, and returned to his wife in England. After 
being home a few weeks, he was impelled to con- 
fess his infidelity. His wife reacted by treating him 
with scorn and cold anger. He was extremely 
agitated for several days, and suddenly piled the 
living room furniture in the center of the room, and 
set fire to it, shouting, “I want to make a clean 
start.” He was hospitalized immediately, and after 
3 weeks had a spontaneous remission, though he 
remained in the institution for a total of 6 weeks. 
In March he resumed work as an export represent- 
ative of a large firm, and his behavior was con- 
sidered completely normal by his family and 
friends. His wife continued to be unfriendly, and 
when he wanted to engage in cunnilingus and fel- 
latio with her, she refused. This troubled him 
greatly, especially as he had learned these tech- 
niques from his mistress. They continued tu have 
intercourse, and MJ tried to satisfy his emotional 
needs through his work. He traveled extensively 
in Europe and America on business, and was con- 
sidering a legal separation from his wife when she 
had a total hysterectomy performed. He then 
heard that his former mistress had had a boy, and 
wanted him to legitimatize the child. He did noth- 
ing about either of these matters, and in October 
1950, at the age of 41, he went to Scandinavia to 
represent his firm. His co-workers saw nothing ab- 
normal about his actions when he left the office. He 
stayed overnight at a hotel, and in the ‘morning, 
when he went to take a shower, he suddenly started 
to box with the other men present. He then 
walked naked into the hotel dining room, with a 
necktie tightly knotted around his scrotum, so that 
his testicles swelled up and remained enlarged for 
weeks afterward. He was ejected from the room, 
and allowed to dress and leave the building. He 
boarded a train, and while on route he found he had 
taken the hotel key, with its large tag attached. He 
had a sudden impulse to return the key, and destroy 
himself at the same time, and tried to jump through 
the window onto the tracks. He was restrained, and 
hospitalized with minor cuts and scratches. The pa- 
tient was returned to London, and remained at 
home for 2 days. This episode of psychotic behav- 
ior lasted 4 days, and he returned to work, unusually 
quiet, but without any bizarre behavior, and re- 
sumed his normally cheerful and extraverted manner 
in a few more days. After this illness, the patient 
and his wife made an effort to resolve their marital 
difficulties, and she said she had forgiven his war- 
time infidelity. Both felt that they grew closer to- 
gether in the succeeding 2 years. 

While his marital circumstances improved, he be- 
came subject to greater financial stresses because 
of business competition and increases in the costs 
of maintaining his family. In November 1952, at 


the age of 43, he came to the United States to sell 
pharmaceuticals. He kept up a furious pace travel- 
ing around the country, entertaining and negotiat- 
ing. Then, in close succession, he heard that his 
brother-in-law, who had been a paraplegic for years, 
had just died, and he was approached by another 
executive with an offer of a bribe, to make a con- 
tract to cheat his firm. He was tempted by the 
money, but refused angrily. After this the patient 
appeared depressed, and without his characteristic 
drive. He became preoccupied with religion, and 
then began to speak incoherently at the office. He 
spoke of seeing a vision of his dead brother-in-law, 
and was brought to the hospital December 3. He 
told the admitting physician, “I was overstrained; 
had a tough deal, and cracked up. I denied my 
heart. I was thinking what a beautiful thing it 
would be if there were no war... .” 

On physical examination the patient appeared to 
be a slender well-developed white male, 5 feet 7 
inches in height, weighing 138 pounds, with a small 
hematoma under the left eye. The remainder of the 
examination, x-ray, and laboratory studies, were 
all unremarkable. 


COURSE IN HOSPITAL 


For the first few days he was disoriented and agi- 
tated, and on the third day tried to strangle himself. 
He was placed in restraints, and tube feeding was 
necessary, as he became suddenly mute and unre- 
sponsive. The following day he ate without being 
coaxed. He was not coherent in his reactions to 
anyone. A nurse tried to take his temperature 
rectally, and he resisted shouting “That will kill 
me.” 

On the fourth day the patient shouted, “Our 
soldiers are the best in the world ... guards of 
our honor, Sir! And they never let anyone down 
in your life (pounding on the table). They take it 
straight in here (pointing to chest). But I'll tell 
vou, I won’t let any harm come to this world. I 
am the only judge of right or wrong in the world, 
and I’ll shoot anyone for you anytime . . . . I’ve got 
my power . . . they are all in me, the new race... 
the human mankind. They are all about us, in this 
room, and in the whole world. In a ball, in a ball! 
I know the very one (taking left testicle in right 
hand). That ball has got to pay . . . because it is 
wrong to me. It must come off. The left one must 
come off .... Power for good, this is the power 
for good, this right-hand one. And the other should 
come off, or it’ll drop off. Now as I hold this ball, 
the whole world is in my hands, and I must leave 
this hand here all my life.” The patient then be- 
came very excited and attempted to tear scrotum off 
with both hands. He was restrained before he had 
injured himself, and he abruptly lost interest in the 
matter, became affable and grandiose, and began to 
sing. He continued to be agitated, and refused 
most food and liquids, and his temperature rose to 
103°F. Electroshock treatments were given on 
the 2 succeeding days, and he began to eat more 
readily. His temperature dropped to normal, and 
he was quieter, though still confused. He said in a 
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whisper, “. . . I all of my life have been trying to 
do the right thing, and there are times when I have 
not been allowed to do the right thing, because I 
would probably have had to kill people. I wondered 
what was the correct religion. In the whole of God's 
world, and for all time.” 

MJ was more cooperative on the ward the next 
few days. He began to play cards and dominoes 
with the nurses; he misidentified one of the nurses 
as his former mistress, but made no effort to ad- 
dress her. On the twelfth day he began to complain 
about the profanity other patients used, and to talk 
about leadership in business, and how he wanted to 
get ahead in his own business. 

Psychological tests were done on the thirteenth 
day. He scored a Wechsler-Bellevue intelligence 
quotient of 126. His performance was uneven, and 
his conceptual thinking was markedly impaired. 
The projective data was interpreted as showing a 
rigid, obsessive character, and was consistant with a 
schizophrenic reaction in which catatonic features 
were predominant, with some paranoid ideation. No 
evidence of an affective disorder was seen(17). 

The following day, the patient was perplexed, 
and asked to be told why he was in the hospital, 
because he was confused about the whole experience. 
“No, I don’t remember being upset. I remember 
dreams. It’s all getting so dim now. I remember 
blood. A lot of my friends came, and I saw old 
school chums, whose names I didn’t recall.” He 
was unable to remember any more about the recent 
past. No hallucinations or delusional thoughts were 
elicited after this time. He showed some concrete- 
ness in his thinking on proverb testing. For ex- 
ample in response to “a new broom sweeps clean,” 
he said, “Something sweeps out all the old ideas. I 
guess that means that a new broom is a good one; 
that of course depends on the man holding the 
broom, whether he does a good job or no ¥ 

During his last interviews, MJ was calm. He 
was well oriented for time and place, and his affect 
was uniformly appropriate. He was neat in appear- 
ance, and polite and precise in his manners. He 
spoke of reorganizing his work so as to spend more 
time with his family, as he thought the prolonged 
separations had helped bring about his breakdown. 
He outlined plans for more recreational activities 
with his wife and son. MJ still regretted his sexual 
difficulties with his wife, and having attempted oro- 
genital relations with her. He said he was devoted 
to her, and that their marriage was a happy one at 
present. He expressed fear of further breakdowns 
and agreed to see a psychiatrist after getting home. 
He left the hospital, December 19, after 16 days, 
signed out in the custody of a friend, and left a few 
hours later by plane for London. After a short vaca- 
tion, he returned to his job. His business associates 
report to date that he is handling his affairs with 
customary efficiency. He wrote 6 months after his 
discharge, “I have not been in the slightest way 
troubled since my return, though I have been abroad 
for a few short trips.” 

Most of the information about the patient’s two 
previous illnesses came from his family and friends. 


His father and wife wrote from England, and 
fortunately, several friends were able to visit the 
hospital—a man who had served with him in the 
army, a woman who had worked with him at the 
time of his second breakdown, and the man with 
whom he had been staying at the time of his most 
recent hospitalization. The patient was able to give 
detailed information about his life after he had re- 
covered from his psychotic episode, and has re- 
sponded promptly to follow-up letters. 


Discussion 


MJ appears to have had recurrent schizo- 
phrenic illnesses. The hallucinations, delu- 
sions, and splitting of affect, as well as the 
condensations of ideas and the failure of 
abstract reasoning, are all characteristics of 
dementia praecox. 

The flight of ideas, playfullness, and 
facetiousness found in the affective psy- 
choses were absent. 

There is no history of organic disease in 
the patient nor any background of epilepsy 
or psychosis in the family. Physical examin- 
ation revealed no abnormalities, and the pa- 
tient had not been receiving any drugs or 
medications. In psychomotor epilepsy there 
is usually total amnesia for the seizures, and 
they are of shorter duration; while electro- 
encephalograms were not done on MJ, it is 
unlikely that the complicated picture he 
showed would appear as an epileptic equiv- 
alent. 

The most unusual feature of the case is 
the resilience of MJ’s personality. He was 
in great turmoil during each illness, and 
managed after short periods to reintegrate 
his ego functioning and go back to work. 
Bellak(2) describes schizophrenia as a 
group of disorders, a continuum ranging 
from those that are purely psychological to 
those that are organically determined. MJ 
can be best fitted into the psychological 
group, as organic factors were not found 
and there were clearly discernible emotional 
stresses. 

In the controlled atmosphere of his home, 
and the carefully ordered military life, the 
patient was able to function well, facing 
bombings and other dangers, economic dif- 
ficulties, and marital life with adequacy. He 
utilized obsessive complusive mechanisms to 
cope with his anxiety. He was punctual, 
efficient, and rigid in his standards. How- 
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ever, when the problems of guilt arose, the 
conflict between his rigid code of ethics and 
his desires threw him into unendurable panic 
and the psychosis erupted. Hoskins(10) and 
Stern(20) feel that it is the reactions of de- 
fense against this overwhelming panic that 
produce the symptoms of catatonic reactions, 
and this may explain the presence of these 
features in MJ. 

It is helpful to describe MJ’s experience 
by utilizing Sullivan’s conception(4) of 
schizophrenia as something transitional, an 
attempt at reconstruction of the ego in a 
state marked by great anxiety, in which the 
social environment becomes shut off, and a 
private world is established by the individual. 
It was in this inner world that the patient 
tried to resolve his deeply rooted feelings of 
guilt by emasculation and suicide. 

Each of his psychotic breaks was an in- 
tense effort to solve his life problems. After 
each breakdown he returned to the original 
environment and managed to take care of 
these same problems. Following each illness 
he made decisions to change his behavior. 
He determined to endure his wife’s rejection 
after his initial illness, and he became rec- 
onciled with her after the second breakdown. 
The most recent episode led to plans for a 
new integration of his family life and his 
work, and recent letters indicate that this is 
working out. However, in view of the past 
history, the difficulties he w:ll have to face in 
the involutional period, and the economic 
strain, the possibility of further breakdowns 
must be allowed for. 


SUMMARY 


1. A case is reported of a man who had 
schizophrenic reactions at 37, 41, and 43, 
and who recovered from each one suffi- 
ciently to do complex business and technical 
work without evidence of disintegration of 
his personality. 

2. His prepsychotic personality was ob- 
sessive, compulsive, extraverted, and en- 
ergetic, and each illness was preceded by 
definite situational problems, 


3. After each illness, the patient went 
back to handle these same problems more 
successfully. 
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A NEW LOOK AT FREUD’S DREAM “THE BREAKFAST SHIP” 
LESLIE ADAMS, M.D., New York City 


Nothing is more abundantly capable of 
proof than that every feature of Freud’s 
theories is an utterance of some fact in his 
own life. His own dreams that he included in 
The Interpretation of Dreams have become 
textbook examples of the mechanisms which 
they are supposed to illustrate ; every detail of 
their imagery has been so exhaustively stud- 
ied as to become trite. And yet it is remark- 
able that nobody has done anything so simple 
as to determine by internal evidence the date 
on which one of these dreams occurred, and 
then by a comparison with current events of 
that moment, show how the contents of the 
dream were direct representations of things 
seen before the dreamer slept. 

Take the dream of “the breakfast ship” 
for example. Now here is an entertaining lit- 
tle problem. For once every shape and trans- 
action in the dream is out in the open, and the 
volume of genital symbolism and dynamic 


theorizing that has been read into it would 
only be wearisome if I were to bring it up 
again. And yet every bit of the dream is 
simple repetition of recent events. I shall 
prove it immediately. 

But first, here is the dream, and then 
Freud’s own associations on it. 


A castle by the sea; later it lies not directly by the 
sea, but on a narrow canal which leads into the sea. 
A Mr. P. is the governor. I am standing with him 
in a big three-windowed salon, in front of which 
rise projections of walls like fortress battlements. 
I belong to the garrison, perhaps as a volunteer 
naval officer. We fear the arrival of enemy war 
ships, because we are in a state of war. Mr. P. has 
the intention of going away; he is giving me in- 
structions what to do in.case of what we fear. His 
sick wife is with the children in the besieged castle. 
When the bombardment begins, the big hall is to 
be vacated. He breathes heavily and tries to get 
way; I hold him back and ask in what manner I 
should let news reach him in case of need. Then he 
says something else, but at once sinks down dead. I 
may have overstrained him unnecessarily with ques- 
tions. After his death, which makes no further im- 
pression on me, thoughts whether the widow should 
remain in the castle, whether I ought to announce the 
death to the higher command, and whether I ought 
to take over the control of the castle as next in com- 
mand. Now I stand at the window and inspect the 
ships which are passing by; they are merchant ves- 
sels, which rush rapidly past on the dark water, 


some with several stacks, others with bulging decks 
(which is quite like the railway-station buildings 
in the [not told] preliminary dream). Then my 
brother is standing beside me, and we both look out 
the window upon the canal. At one ship we are 
frightened, and cry: “There comes the war ship.” 
But it turns out that only the same ships are coming 
back which we have already seen. Now comes a 
little ship, comically cut off so that it ends in the 
middle at its broadest; on deck there are peculiar 
cup- or box-like things. We cry as out of one 
mouth: “That is the breakfast ship.” The rapid 
movement of the ships, the deep dark blue of the 
water, the brown smoke from the stacks, all this 
together produces a highly anxious, gloomy impres- 
sion. 

The localities in this dream are brought together 
from several trips on the Adriatic (Miramare, 
Duino, Venice, Aquileia). A short but enjoyable 
Easter trip to Aquileia with my brother a few weeks 
before the dream was still fresh in my memory. 
Also the sea war between America and Spain, and 
the worries which are connected with it about the 
fate of my relatives who are living in America, play 
a part. At two places in this dream, results of affect 
appear. At one place an affect which is to be ex- 
pected is left out; it is expressly brought out that 
the death of the governor makes no impression on 
me; at another place, as I believe that I see the war 
ship, J am frightened, and detect in sleep all sensa- 
tions of fright. The disposal of affects in this well- 
built dream is so effected that every noticeable con- 
tradiction is avoided. There is in fact no ground for 
my being frightened at the death of the governor, 
and it is! fitting that I as commander of the castle 
should be frightened at the sight of the war ship. 
Now the analysis shows that Mr. P. is only a sub- 
stitute for my own person (in the dream I am his 
substitute). I am the governor who suddenly dies. 
The dream thoughts are concerned with the future 
of my loved ones after my premature death. No 
other painful thought occurs in the dream thoughts. 
The fright which in the dream is nitched on to the 
sight of the war ship must be loosened from it and 
placed here. Contrariwise, analysis shows that the 
region of the dream thoughts out of which the war 
ship is taken is filled with the gayest reminiscences. 
It was a year before in Venice, on a magically beau- 
tiful day; we were standing at the windows of our 
room on the Riva Schiavoni, and looked upon the 
blue lagoon, where on that day there was more 
movement to be seen than usual. English ships were 
expected, and were to be festively received, and 
suddenly my wife cried, gay as a child: “There 
comes the English war ship!” In the dream I am 
frightened at the same words; again we see that 
speeches in dreams are derived from speeches in 
[waking] life. Also I will show at once that the ele- 
ment “English” in this speech has not come into 
the dream work for nothing. So here between dream 
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thoughts and dream content I turn joy into fright, 
and need only to point out that by this metamorpho- 
sis itself I bring to expression a piece of the latent 
dream content. But the example proves that the 
dream work is free to detach the occasion of affect 
from its connections in the dream thoughts, and to 
fit it anywhere else at will in the dream content. 

I take the opportunity which offers just here, the 
“breakfast ship,” whose appearance in the dream so 
nonsensically closes a rationally sustained situation, 
to undertake a closer analysis. If I look more closely 
at the dream object, it occurs to me retrospectively 
that it was black, and that by its being cut off at its 
greatest width, it achieved at this end a far-reaching 
likeness to an object which we found interesting in 
the museums of the Etruscan cities. This was a 
rectangular cup of black clay, with two handles, on 
which stood things like coffee- or tea-cups, not al- 
together unlike one of our modern services for the 
breakfast table. On inquiry we learned that it was 
the toilet set of an Etruscan lady with the paint-and- 
powder-boxes on it, and we said to each other in 
joke that it would not be so bad to take such a thing 
home to the lady of the house. The dream-object 
thus means—black toilet [costume], mourning, and 
directly alludes to a bereavement. At its other end, 
the dream-object reminds of the “boat” [German: 
Nachen, vessel] from the stem véxus [corpse], as 
my friend who is learned in languages informs me, 
on which in former times the dead body was laid 
and committed to the sea for burial. This is why it 
is arranged in the dream that the ships turn back. 
Still, auf aerettetem Boote, treibt in den Hafen der 
Greis. 

It is the return after shipwreck [Schiff bruch— 
ship-break], the breakfast ship really is as if broken 
off in its middle. But whence the name “breakfast” 
ship? Friihstiick = breakfast, the breaking of fast. 
Breaking again belongs to shipwreck, fasting agrees 
with the black costume. 

But about this breakfast ship the only thing that 
is newly-fashioned in the dream is its name. The 
thing existed and reminded me of one of the gayest 
hours of my latest journey. Distrusting the fare in 
Aquileia, we had brought with us some food from 
G6rz, and had bought a bottle of the excellent Ist- 
rian wine, and while the little mail steamer slowly 
rode through the Canal delle Mee into the desolate 
stretch of lagoon toward Grado, we, as the only 
passengers, took breakfast on deck in the brightest 
of moods, and it tasted as a breakfast had seldom 
tasted before. So that was the “breakfast ship,” 
and precisely behind this reminiscence of the hap- 
piest enjoyment of life, the dream hides the most 
troubling thoughts of an unknown and ominous 
future... 

. .. The colors which I saw were, first of all, 
those of the buildingstone blocks with which my 
children on the day before the dream had built a 
magnificent edifice in order to show it for my ad- 
miration. There were the same somber red of the 
big stones, the blue and brown of the little ones. To 
this were added color impressions of my last Italian 
journey, the beautiful blue of the Isonzo and of the 
lagoon, and the brown of the Alps. The color-beauty 


of the dream was only a repetition of that which 
was seen in memory. 


The time when Freud dreamed this dream 
was undoubtedly the night of May, 10-11 
1898, for the following reasons: 

1. It was during “the sea war between 
America and Spain,” which occurred entirely 
between April 22 and December 10, 1898. 

2. It was “a few weeks” after Easter, 
which was on April 10 that year. 

3. It was at a point in the war when it 
was feared that New York might be attacked, 
which was May 2-11. But when on closer in- 
spection it dawns on us that the dream is lit- 
tle more than a medley of the battle of Man- 
ila, which was fought, indeed, on May 1, but 
of which the news did not get on the cable 
until May 7, the dream then is practically 
certain to have occurred on the night after 
Freud had read the account of the battle, 
which was spread over the first 3 pages of 
the Neue freie Presse of Vienna for the 
morning of May 10, 1808. 

In 1892 Eli Bernays, the brother of 
Freud’s wife, and his wife Anna, who was 
Freud’s sister, emigrated to America, and in 
1898 were living at 1883 Madison Avenue’ 
(between 121 and 122 Street), with a grain 
and export business at 354 Produce Ex- 

.change. The Maine was sunk on February 
15, “ona friendly visit” inside the Morro of 
Havana, and 266 Americans were killed. 
President McKinley was notified in his bed 
chamber, the Hearst press began throwing 
the people into fury; and the war began on 
April 22. On May 2, it was in the world 
press that a strong Spanish squadron under 
Admiral Cervera had left the Azores and 
taken to the high seas in a westward direc- 
tion, bound for a secret destination. The anx- 
ious question was whether it would attack 
America or the West Indies. New York 
was nervous; lights were put out and buoys 
taken up along the coast from Maine to Flor- 
ida ; the pilot ship at Sandy Hook was called 
in lest its crew be seized as guides, and every 
available launch and converted yacht, even 
down to the smallest tug, was commandeered 
to sweep back and forth along the coast on 
the lookout for enemy warships. Stories of 
watchfulness and suspense were in the news- 
papers during the following days. But on 
May II it was reported in the Neue freie 


q 
' 
{ 
‘ 
\ 
2 
é 
he 
AES 
« 
- 


1953] 


LESLIE ADAMS 


Presse that the Spanish fleet had been sighted 
off Puerto Rico ; plainly it was bound for the 
Antilles, not New York. 

Meanwhile Admiral Dewey, whose part of 
the American fleet had been at Hong Kong 
when the war began, had sailed into the 
Pacific, and been lost to view. (Before wire- 
less telegraphy one part of the world might 
not have known for weeks what was hap- 
pening in another part.) On the night of 
April 30, Dewey, on his flagship Olympia, 
led his fleet in single file into the harbor of 
Manila and to certain destruction according 
to the principles of warfare, since he faced 
the Spanish fleet entrenched and supplied in 
a land-locked harbor, and under cover of the 
guns of fortresses on the right and left and 
on the island of Corregidor in the middle. At 
five o’clock on Sunday morning, May I, as 
the sun arose, his fleet swept in single file, 
as if in parade, in front of the enemy squad- 
ron. The Spanish fleet began to fire, but the 
American fleet swept on, not answering the 
fire in exasperating contempt of the marks- 
manship of the enemy. When the first shell 
tore over the bow of the flagship U/ympia, 
a sailor cried: “Remember the Maine.” The 
whole crew shouted in concert: “Remember 
the Maine!” 

In the center of the world spotlight was 
the unemotional behavior of Dewey. He 
stood on his bridge in the quiet morning air ; 
he remarked on the weather ; he regarded the 
distant hills, and said that they reminded him 
of his native Vermont. Thirty minutes of 
this, sweeping back and forth into ever- 
closer range, then he spoke down: “You 
may fire when you are ready, Gridley.” 
[—Deweys Kaltblutigkeit soll selbst das 
Staunen seiner Leute hervorgerufen haben. 
Er hatte selbst unter dem Feuer der 
Geschiitze noch Sinn fiir die landschaft- 
lichen Reize der Bucht und fand sich durch 
die Formation der Hiigel an seinen Ge- 
burtsort Vermont erinnert. Er gab seine 
Befehle im Conversationstine. “Sie kénnen 
feuern, Gridley”, sagte Dewey “wenn Sie 
fertig sind.”—Neue freie Presse for the 
morning of May 10, 1898.] Then the 8-inch 
guns of the Olympia let go, and the other 
American ships followed, never ceasing their 
continuous sailing in ellipses, ever closer. At 


1 New York City directory, 1808. 


half-past seven, after 2 terrible hours of 
steady firing, Dewey ordered: “Call off for 
breakfast.” This command became world- 
famous ; he stopped the supreme battle punc- 
tually at the breakfast hour just when the 
execution was excellent and the enemy’s re- 
sistance nil. Some of the men were sore, and 
said: “For God’s sake, Captain, to hell with 
breakfast; give it to them now!” [—Das 
Friihstiick wurde auf den amerikanischen 
Schiffen mit grosser Piinktlichkeit zu der 
durch das Schiffsreglement festgesetzten 
Stunde, als wenn gar nichts besonders vor- 
gefallen wire, eingenommen 
amerikanischen Schiffe sich zum Friihstiick 
der Mannschaft zuriickgezogen, lief einer 
von der Mannschaft zum Commandanten des 
Petrel und beschwor ihn: “Um Gotteswillen, 
Capitin, nicht jetzt auf horen! Lassen Sie 
uns die Spanier doch stracks abfertigen. Zur 
Holle mit dem Friihstiick!’] Dewey’s rea- 
son was that there was now so much smoke 
that he could not take aim. The Spaniards 
raised a great shout, supposing that the 
Americans were fleeing. After breakfast the 
firing was resumed. Then the men could 
see. Several of the Spanish ships were sink- 
ing or on fire. Captain Cadarso, commander 
of the flagship Reina Maria Christina, had 
fallen dead on his bridge ; his place had been 
taken by his second in command, who was 
immediately killed. Then the rear half of the 
ship had been blown up, and old Admiral 
Montojo, commander of the fleet, would not 
quit the other half. At last he consented to be 
rowed to the Don Antonio de Ulloa, whence 
he continued to direct the battle. The aim 
of the Spaniards seemed utterly blind. Dur- 
ing the battle not one shot of theirs hit the 
mark. At 12:30 p.m. the fortress at Cavité 
hoisted the white flag. In the midst of the 
ruin, Admiral Montojo, now wounded, got 
into a row boat and was rescued ashore. The 
destruction was awful. Nine of the great 
Spanish ships and the water battery at Cavité 
were destroyed. There was nothing to be 
seen but flaming hulks and the yawning frag- 
ments of ships. The American squadron was 
uninjured, and not a man was killed. 
However the Spanish still controlled the 
city of Manila and the cable. Dewey offered 
the proposal that both sides be allowed to use 
the cable. This was refused, so Dewey fished 
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up the cable from the sea, and cut it. This 
meant that until a ship could reach Hong 
Kong, the world could learn nothing more of 
the result of the battle. But during the break- 
fast, the Spanish Captain General Augustin 
had sent a message of victory to the court at 
Madrid, and later in the battle, a message of 
defeat, veiled in comforting euphemisms. 
Thus for 7 days the American people knew 
confusedly that there had been a battle, but 
for a part of this time supposed that Dewey 
was defeated and that a Spanish fleet was 
coming to New York. A vessel set out from 
Manila to Hong Kong, laden with the news. 
Edward W. Harden of the Chicago Tribune 
leaped from ship to shore at Hong Kong 
just ahead of Joseph L. Stickney of the New 
York Herald, chased through an alley in a 
rickshaw while Stickney went by the street, 
and dodged into the cable office and up to the 
window just ahead of Stickney. This was 
on May 7. The full story was in the Vienna 
newspapers on the morning of May 10. Thus 
Freud mixed the battle of May 1 with a state 
of mind about the war that belonged to the 
week after the battle, which ceased on the 
following day, May 11, when it was fully 
explained in the press that the fleet of Ad- 
miral Cervera was not bound for New York. 
The happy memories of the Adriatic Sea, 
marine government stations, and the picture 
of himself as a volunteer naval officer are 
worked over from reality. While Freud was 
a volunteer medical assistant in the army, 
something between a commissioned and a 
noncommissioned officer in the Emperor 
Franz Josef’s First Infantry Regiment, and 
wore a gray uniform with brick-red trim and 
gold frogs, he spent the spring and part of 
the summer of 1876 at the Imperial Marine 
Biological Station at Trieste, which was the 
only naval base of the Habsburg Empire. 
Grado, the real scene of the dream, is a 
suburb of Trieste, situated on its calm little 
bay. This spring at Trieste was during the 
most serene and hopeful time of his life, 
when he was a student under the secure 
patronage of Briicke during the liberal 
period, which ended in 1880 in an avalanche 
of anti-Semitism. 
The celebration of British war ships in 


Venice brings him again to the same locality 
with its air of hope and joy. It is a part of 
Queen Victoria’s Diamond Jubilee which 
was celebrated during the summer of 1897 
in principal sea ports all over the world. The 
London Times column of movements of 
naval vessels indicates that the date was 
around August 26, 1897, and Freud asks 
Fliess in his letter of August 18 to direct 
letters to him to Venice from August 25 to 
September 1, whither he would be travelling 
with his wife from Aussee. 

The little “cup- or box-like things” on the 
deck of the broken ship existed in reality 
also. The gun turrets of the heavy iron ships 
of that period looked like cups or pill boxes ; 
this was their name. 

The black, cut-off, boat-shaped object, 
which is identified as an Etruscan vessel and 
as a funeral boat, is his own coffin. He 
dreamed another time that his wife gave him 
water to drink from an E‘ruscan cinerary 
urn that he had brought from Italy, but the 
water tasted salty (of ashes). And again he 
was in an excavated Etruscan grave at 
Orvieto, and his dream seemed to say: “If 
you must sojourn in the grave, let it be the 
Etruscan grave.” (This wish was granted. 
He was burned and his ashes buried in Eng- 
land in an Etruscan urn.) He had visited the 
museum of Etruscan funeral relics on April 
10. i 

The line of poetry is from the two-line 
poem of Schiller, Expectation and Fulfill- 
ment (Erwartung und Erfiillung): 

Into the ocean with thousand masts sets out the 
young man; 
Quiet, on rescued boat drifts into harbor the 
old man. 
(In den Ozean schifft mit tausend Masten der 
Jiingling ; 
Still auf gerettetem Boot treibt in den Hafen 
der Greis.) 
And so, there it is. Why dream-interpreta- 
tion? There is an inner-sanctum joke among 
psychoanalysts: “A ship is primarily a phal- 
lic symbol, of course, but it can also be used 
for crossing the ocean.” Many supposedly 
hormic reasons can be thought up why he 
dreamed the pictures that were before his 
eyes, but the best reason is that he was think- 
ing about them before he went to bed. 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Sir: In the August issue of your Journal 
appeared an article by John Alfred Frank, 
M. D., New York, N. Y. entitled “A Critical 
Evaluation of Carbon Dioxide Inhalation 
Therapy in Mental Disorders”. 

Suggestions for further research were 
made of the effects of CDT on man and ex- 
perimental animals. 

May I call to the attention of the author 
that animal experiments were made by the 
undersigned and published in his book, E.r- 
perimental Catatonia, a General Reaction- 
Form of the Central Nervous System and its 
Implications for Human Pathology’, pub- 
lished by the Williams and Wilkins Com- 
pany, Baltimore, 1945. 

Chapter IV, 2., pp. 92-100 deals with: 
“The So-called Interruption of Bulbocap- 
nine Catatonia by means of a Mixture of CO, 
and O,.” 

From our experiments on asphyxiation 
catonia, it became apparent that carbon di- 
oxide can produce catatonic phenomena in 
some animals, especially in mice, under cer- 
tain experimental conditions; in monkeys, 
made catatonic after injections of bulbocap- 
nine, a mixture of carbon dioxide and oxy- 
gen was sometimes capable of mobilizing the 
animals for a short time. 

This was explained as follows: “Average 
dosages of Catatonizing agents produce hypo- 
kinesis ; increase of the dosage produces hy- 
perkinesis. A certain amount of CO, and O,, 
given to a monkey or cat made catatonic by 
an average dose of bulbocapnine, may pro- 
duce a state between hypo- and hyperkinesis 
in which the animal walks normally for a 
short time.” 

H. Hotianp DeJong, M. D., 
Blackfoot, Idaho. 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: Thank you for sending me Dr. 
De Jong’s letter. In my article I did not re- 
view in detail the literature on animal re- 
search using CO,-O, mixtures, my main pur- 
pose being to evaluate the clinical studies on 


CO, therapy. However, “ footnote 2” of my 
article refers to Meduna’s book, Carbon Di- 
oxide Therapy, Chapter 1 of which consists 
of a review of the literature on the central 
actions of CO,. The very interesting work 
of Dr. De Jong on the effects of CO,-O, in- 
halations on experimental catatonia in mice 
and monkeys is cited on pages 4 and 6 and in 
the bibliography of that book. 
Joun A. Frank, M. D., 
New York City. 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Sr: The writer of the comment “Self- 
Incrimination” raises the question, what may 
be the state of mind, the process of logic, or 
the fundamental motivation of the individual 
who refuses to risk self-incrimination by 
stating whether he or she is or has been a 
member of the Communist party? He feels 
the expression self-incrimination, when used 
by a communist with reference to member- 
ship in his party, is at least curious. 

. It is hard to see anything curious in this 
attitude, and to see a psychological prob'em 
in the :notivation. Membership in the Ccm- 
munist party is not a crime under U. S. law; 
the party is not outlawed. However, the 
punishment is severe ; it is loss of the right to 
hold any office and to make a living. Even 
the right to hold the office of attendant of a 
comfort station was recently questioned for 
reasons of political belief. 

Since it is common human nature to try to 
evade punishment, the answer “Yes” cannot 
be expected; when a communist answers 
“no” he risks conviction for perjury. When 
he does not want to undergo this risk, he in- 
vokes the fifth amendment and refuses to 
answer—what else could he do? It is the 
logical thing to expect, and the motivation is 
clear. The case would be simple, and re- 
fusal to answer would be equivalent to the 
answer “yes”, if it were not that also non- 
communists invoke the fifth amendment. 
This, the writer of the comment feels, is the 
central psychological problem. He examines 
the motivation of the “innocent” person, who 
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is reluctant to say so, and feels this attitude 
may be based on a dubiously appropriate 
sense of personal dignity that in its egocen- 
tricity outweighs other vastly larger and more 
serious considerations.” 

My anti-Communism is a matter of public 
record. From beginning to end of the Wei- 
mar Republic, I was in German parliaments 
and in the forefront of fight against com- 
munism, beginning when the communistic 
parties were being born, and never ending. 
Yet, in a given situation I would refuse to 
answer. These are my reasons: 

(1) The question is futile, naive and de- 
moralizing. The Communist party is not just 
a political party, it engulfs the whole person. 
An active communist is a potential spy and 
agitator, and must be kept from positions 
where he can do harm, but one will not find 
dangerous elements by just asking them 
whether they are dangerous. A master spy 
would not even perjure himself when he 
swears that he is not a registered member of 
the party. An active communist puts loyalty 
to his cause beyond his life. We can respect 
this character trait, but we cannot tolerate his 
activity. However, more alertness to the 
activities of people in responsible positions is 
necessary than to ask them about it. Their 
activities, not their thoughts, can be con- 
trolled. 

(2) The question makes the fifth amend- 
ment nugatory. The amendment says that 
nobody shall be compelled in a criminal case 
to be a witness against himself. A witness is 
under oath and has to tell the truth ; a defend- 
ent has the right to deny his guilt, and is not 


under oath. While it is not criminal to be or 
have been a member of the Communist party, 
the question is tantamount to do you plead 
guilty? Yet, the person so asked is under 
oath. 

A specially objectionable point is the ques- 
tion about past affiliation. The draft of the 
declaration of Human Rights says that indi- 
vidual freedom of thought and conscience, to 
hold and change beliefs, is an absolute and 
sacred right. It also says that no person shall 
be held guilty of any offence on account of 
any act which did not constitute such an of- 
fence at the time it was committed. Both 
articles are violated by questioning about 
past affiliations, which may have changed 
long ago, and which were not offences at the 
time when they existed. 

The statement of the American Associa- 
tion of Universities stresses the necessity of 
independence for the scholar. Is it independ- 
ence when a person is not allowed to hold an 
opinion, even when he is immaculate in the 
discharge of his duties? Is it independence 
when he must be afraid to express any opin- 
ion today because, many years later, when 
he does not hold it anymore, he may be pen- 
alized for ever having had this opinion? 

The case was well stated by Justice Jack- 
son, when he ordered bail to be continued 
for communist leaders—“ Scientists, teachers, 
intellectuals, liberals of every variety, should 
make no mistake about it: when the bell of 
suppression tolls, it tolls for thee.” 

KATE FRANKENTHAL, M. D. 
New York City. 


MONSTROSITIES 


‘The monstrosity is contrary to nature, not contrary to nature taken absolutely, but con- 
trary to the most usual course of nature. Nothing, in fact, can be produced contrary to that 
nature which is both eternal and essential. 


ARISTOTLE 
On the Generation of Animals 
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PRESIDENT’S PAGE 


Projects for the improvement and preser- 
vation of mental health can be developed on 
many fronts. These can be carried forward 
by an individual who sees an opportunity, by 
research teams in hospitals, medical schools 
and institutions, or by groups within the 
A.P.A. itself. An example of the first type is 
the interest in legal psychiatry which Dr. 
Overholser developed in his book. The Psy- 
chiatrist and the Law. Research projects by 
groups are surprisingly many throughout 
the country, as shown by Dr. Blain in his re- 
cent survey presented to the New Jersey 
Neuro-Psychiatric Institute at Skillman. Dr. 
Barton’s address on Rehabilitation on the 
same program was inspiring and it is to be 
hoped that this will appear soon in print and 
become a guide to all of us. Within the As- 
sociation itself, one of the most important 
steps in the mental health movement has been 
the establishment of the Central Inspection 
Board. 

In 1925, Dr. William L. Russell placed 
before the Association a proposed set of 
standards for mental hospitals, which was 
adopted. However, it was in 1944 that the 
vision of Dr. Mesrop A. Tarumianz, Chair- 
man of the Committee on Psychiatric Hospi- 
tal Standards and Policies, put forward a 
proposal for inspection and rating, based on 
a revision of these standards. This was ap- 
proved by Council and in 1947 the Council 
authorized the establishment of the Central 
Inspection Board. This work started in No- 
vember, 1948, when this Board appointed 
Dr. Ralph M. Chambers to the position of 
Chief Inspector and established an office. 

The Board is composed of 10 Fellows of 
the Association representing the Council, 
State Hospitals, the Medical Schools and pri- 
vate practitioners. Dr. Mesrop A. Tarumianz 
of Delaware has been Chairman of the Board 
since its inauguration. All members of the 
Board are appointed for 3-year terms by the 
President of the Association. 

It was by agreement originally with the 
American College of Surgeons and now with 
the Joint Commission on Hospital Accredita- 


tion that The American Psychiatric Associa- 
tion has assumed the responsibility of in- 
specting and rating the mental hospitals. Our 
Association has entered into an agreement 
with the Joint Commission to the effect that 
the inspection and rating of mental hospitals 
in the future will be the function of the 
Central Inspection Board. All field work, the 
preparing of reports, and the evaluation of 
the hospitals will be done by this board. Cer- 
tificates will be issued to approved hospitals 
by the Joint Commission on Hospital Ac- 
creditation and The American Psychiatric 
Association. 

Thus it can be said that the full responsi- 
bility for the inspection and rating of the 
mental hospitals rests on the shoulders of our 
Association. 

The over-all purposes of the project are 
(1) to improve the care and treatment of the 
mental patient, (2) to furnish the general 
public and legislative and executive officers 
of the states and provinces with a reliable 
measuring stick or set of standards with 
which to compare conditions in iocal hos- 
pitals, (3) to furnish data to physicians, med- 
ical students, and other professional workers 
who are contemplating a hospital connection. 

Of primary importance to the hospital is 
the report made by the Inspector following 
the hospital visit. This report contains fac- 
tual data on present conditions and the 
Board’s recommendations for improvements. 
Letters received from Superintendents, Com- 
missioners, and others in authority in the 
states where inspections have been made and 
reports rendered, indicate that these reports 
have been found to be useful in educating 
legislators and other key persons ; in formu- 
lating long-range plans ; in preparing budget 
estimates; and in establishing personnel 
quotas and organizing new departments. 
Many of these letters have expressed appre- 
ciation for the work that has been done and 
suggest that reinspections should be made 
periodically in the future. 

Excerpts from a letter from David K. 
Boynick, Executive Director of the Joint 
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Committee of State Mental Hospitals of 
Connecticut follow: 

The history of the State Mental hospitals of Con- 
necticut of the past several years is one of steady 
growth in personnel, buildings, facilities and maturi- 
zation of therapies. In this course of development 
the report and recommendations of the Central In- 
spection Board have served as an important lever 
and a means of public education. . . . We have uti- 
lized before State executive officers and legislative 
bodies the standards of the CIB as the yardstick of 
things as they should be. And each year, in a 
variety of categories, we have moved steadily closer 
to those standards. . . . From time to time we have 
issued brochures analyzing in specific categories the 
standards as they obtain and the standards as your 
body proposes they should be. . . . In the recently 
concluded session of the State legislature I marked 
fully 100 occasions where hospital spokesmen quoted 
the CIB recommendations in urging endorsement 
of proposed hospital projects. . . . Progress would 
have been less substantial had we not had the au- 
thoritative findings of the CIB to support our 
requests. 


A rating scale has been prepared and is 
being tested at the present time. Evaluation 
and approval of the mental hospitals in- 
spected to date will begin in the near future. 
Hospitals in 20 states and 2 provinces have 
been or are in the process of being inspected. 
Six other states and one province have made 
application and are on the waiting list for in- 
spection and a number of others have shown 
interest, but are waiting for legislative ap- 
proval of the expenditure for the cost of the 
inspection. 

The work of inspecting the hospitals was 
done originally at no cost to the state, the 
work being financed by the Psychiatric Foun- 
dation. Within the first year of the Board’s 
existence it became evident that funds from 
this source would not be sufficient and a 
policy of requiring the state to pay 80% of 
the cost of the initial inspection was adopted. 
This plan has been in effect ever since and the 
majority of the hospitals have been inspected 
under such an agreement. 

The work of the Board is increasing rap- 
idly and additional personnel is badly needed. 
It is important that the remaining public hos- 
pitals be inspected as soon as possible. In ad- 
dition it will be necessary to make routine re- 
visits to the hospitals already inspected. 

Ideally, these services should be made 
available to the hospitals without cost. How- 


ever, this has not been possible. If the hos- 
pitals are not to be charged for the Board’s 
services a new plan for financing the work 
must be sought. This is of the greatest con- 
cern to the Association, for The American 
Psychiatric Association has the ultimate re- 
sponsibility for the financial solvency of the 
Board and the continuation of this work of 
high priority. 

Inspection and rating are powerful factors 
in maintaining standards and bringing about 
improvements in mental hospitals. As has 
been said, the mental hospital is the symbol 
of psychiatry for the man in the street. We 
are judged in part by the type of care and 
treatment afforded in these hospitals. The 
welfare of patients rests, too, in great part on 
the backing of the public and the legislators. 
The data put forth by the CIB are of the 
greatest help in encouraging these bodies to 
provide improved facilities and increased 
personnel, and in stimulating administrators 
to improve hospital functions. 

Dr. Cameron has written: “The system is 
working ; it has the backing of the hospitals ; 
as the agency of The American Psychiatric 
Association it carries great weight with leg- 
islatures and public officials whose responsi- 
bility it is to plan and operate mental hospi- 
tals. It provides the public with an 
authoritative evaluation of its mental hos- 
pitals. If it is sustained and expanded over 
a period of years, it can hardly fail to have a 
tremendous impact in raising mental hospital 
standards throughout the various countries 
that it serves—an impact similar to that pro- 
duced by the American Medical Association 
in the medical schools, and by the American 
College of Surgeons in the general hospitals. 

This work must continue. The importance 
and magnitude of the task require the inter- 
est and support of the entire membership. 
More liberal financing would enable the work 
to proceed more rapidly. Suggestions for 
ways of increasing the budget of the CIB will 
be welcomed. Have you any? 

The Association owes a great debt of grat- 
itude to the vision and indefatigable work of 
Dr. Tarumianz, and to the warmth, tact, and 
wisdom of Dr. Ralph Chambers. Without 
this combination the valuable progress al- 
ready made could never have been achieved. 
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Largely because of the number of rejec- 
tions for military service in the first World 
War as well as breakdowns in service, the 
medical and social agency leaders were made 
acutely aware for the first time of the need 
in this country for some program of preven- 
tion of psychological maladjustments. Pre- 
vention naturuily meant knowing more about 
children, well-adjusted children, and those 
not so well adjusted, who showed evidences 
of behavior, personality, and habit problems 
at home and in school. 

Consequently, after the first World War, 
child guidance clinics were started in various 
cities on a demonstration basis by the 
National Committee for Mental Hygiene 
through grants from the Commonwealth 
Fund. Personnel for these early clinics were 
trained for the most part in such places as 
the Judge Baker Foundation (Inc. 1917), 
the Institute for Juvenile Research (renamed 
in 1920), and later the Institute for Child 
Guidance, New York (1927). 

Definite goals and standards were set up 
for staffing and operating these demonstra- 
tion clinics. For such clinics to be an effec- 
tive educational and therapeutic force in the 
community it was hoped that each commu- 
nity would sponsor one or more of these 
clinics financially as a part of their health 
and welfare program. These professionally 
staffed clinics were not to be isolated service 
units, but integrated with the remedial work 
of the school system on the one hand and 
that of the social agencies on the other, in- 
cluding the Juvenile Court. The medical 
directors of these clinics were to be psy- 
chiatrists, assisted by psychiatric social 
workers and psychologists. Each clinic was 
to have a board of directors composed of 
prominent laymen and physicians. It is of 
interest that during this early period while 
communities were being educated to assume 
their responsibilities along these lines some 
of our well-known state hospitals such as 
Worcester State (Massachusetts) donated 


THIRTY YEARS OF CHILD PSYCHIATRY 


personnel for a child guidance clinic until 
the community could take it over. 

Another goal of these original sponsors 
of the child guidance movement was to pro- 
mote training programs in certain clinics 
that had been soundly established, staffed, 
and supported by the community. To these 
clinics were sent young physicians for one 
year of training in child psychiatry on Com- 
monwealth Fund fellowship grants, which 
continued until after the second World War 
when training stipends were established by 
the U. S. Public Health Service through 
funds appropriated by Congress in the 
National Mental Health Act. 

From the beginning the basic prerequisites 
for a training fellowship award were as 
follows: (1) graduation from a recognized 
school of medicine with at least one year of 
medical internship. (2) two years of full- 
time training and experience in a mental hos- 
pital. 

Also from the beginning training stand- 
ards were laid down for clinics accepting 
psychiatric fellows as well as graduate stu- 
dents in other disciplines including a good 
start in the use of individual supervision. 

Around the early clinic team concept there 
was crystallized in the early ’twenties a need 
for the establishment of a professional or- 
ganization that would admit to full member- 
ship social workers and psychologists quali- 
fied by training and experience in clinic 
practice. At the same time the need was 
recognized for the safeguarding of medical 
leadership in this new society. Thus, the 
American Orthopsychiatric Association came 
into being in 1923. 

Following the second World War another 
upsurge of interest in mental hygiene was 
evinced not only by the military, but also 
by the public, its elected officials, and the 
medical profession in general. The Ameri- 
can Board of Psychiatry and Neurology 
recognized the importance of community 
clinics not only as centers for part-time 
training in child psychiatry for all psychiatric 
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residents, but also by accepting a year of 
full-time work in clinics selected by the 
Board for the third year of formal training 
required of candidates seeking eligibility for 
Board examination. This meant that a psy- 
chiatrist who wished to make psychiatry his 
major interest could complete his formal 
training in 4 years, 2 years in general psy- 
chiatry and 2 years in child psychiatry, and 
be ready then to accept a clinical position in 
his fifth year after internship. Without this 
interest and cooperation on the part of the 
American Board, training in child psychiatry 
in this country would have suffered a serious 
setback. This action of the American Board 
following the war was especially important 
and timely because it established criteria for 
training clinics which could be used by the 
U. S. Public Health Service in carrying out 
grants-in-aid to clinics under the National 
Mental Health Act. 

A real threat to the child guidance move- 
ment was felt, however, when the Division 
of Community Clinics of the National Com- 
mittee for Mental Hygiene was discontinued 
as a result of the merger that took place in 
the process of creating the present National 
Association for Mental Health, Inc. Quick 
action here on the part of responsible clinic 
leaders resulted in the establisiment of an 
association of clinics that would take over 
some of the supportive functions of the Na- 
tional Committee. This new organization 
was soon incorporated under the name of 
the American Association of Psychiatric 
Clinics for Children. It hoped in time to be- 
come financially independent as a result of 
regular assessments voted by the member 
clinics. There were to be 3 types of clinics 
classified according to the stage of their 
growth and development—associate clinics, 


member clinics, and training clinics—accord- 
ing to criteria adopted by the Association. 

Further progress in child psychiatry had 
already been made by The American Psychi- 
atric Association by the establishment of a 
separate section in child psychiatry at the 
annual meeting as well as standing and 
special committees. It has also been very 
active through the excellent work of its Com- 
mittee on Standards and Policies in drawing 
up and publishing helpful criteria in regard 
to the staffing and general operation of out- 
patient psychiatric clinics. 

The next major step in historical sequence 
was the establishment of the American 
Academy of Child Psychiatry which had its 
first election of officers in Cleveland, Febru- 
ary 1953. Membership in the Academy, 
already over 100, is confined to psychiatrists 
who are diplomates of the American Board 
of Psychiatry and Neurology and who have 
had 2 years of specialized training in child 
psychiatry followed by 5 years of experience 
in the field. 

The psychiatric profession might well be 
proud of the orderly and uninterrupted 
growth and development of child psychiatry 
in this country over the last 3 decades. To 
foster its future as a needed specialty, but 
to avoid the common errors of over speciali- 
zation; to keep its base firmly rooted in 
general psychiatry and the basic sciences ; to 
improve the over-all training in this field by 
greater utilization of the children’s hospital 
inpatient and outpatient services as well as 
the community clinic ; to attract and develop 
high quality medical leadership for the 
many clinic and research positions open to- 
day, is of especial interest and concern to 
the membership of the American Psychiatric 
Association. 

S. S.A. 


Was wir psychogen nennen, is meistens thymogen. 
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NEWS AND NOTES 


New Jersey INstTI- 
TUTE.—In April of 1953, the Governor of 
the State of New Jersey signed Legislative 
Bill #361, changing the State Village for 
Epileptics at Skillman into the New Jersey 
Neuro-Psychiatric Institute. It was recog- 
nized that a colony exclusively for epileptics 
was not feasible for professional training, 
and in view also of recent advances in medi- 
cation controlling seizures, the change was a 
welcome one. 

Dr. Robert S. Garber was appointed super- 
intendent in September 1952 to undertake 
the reorganization of staff and to establish 
administrative policies. Concurrently, a re- 
classification of the patient population was 
necessary to determine which patients could 
be returned to the community and which pa- 
tients suffering from epilepsy with psychosis 
or mental deficiency should be transferred to 
other state institutions. Remarkably, the re- 
classification established that over 60% of 
the population was psychotic. As such ex- 
tensive transfer was impossible an active 
psychiatric treatment program was inau- 
gurated. 

As beds become available through Cis- 
charge and transfer, new categories will be 
accepted for d'agnosis, treatment and reha- 
bilitation. Juvenile psychotics will be the 
first, since there are insufficient facilities in 
New Jersey for this type of patient. A treat- 
ment program for nonpsychotic alcoholics 
from the entire state will be centralized at 
the Institute. Neurological cases, for which 
no adequate provision has hitherto been avail- 
able, will be accepted for diagnostic evalua- 
tion and promptly released, their treatment 
to be continued on an outpatient basis. 

Research at the Institute will be under the 
guidance of the new director, Dr. Nolan 
D. C. Lewis. Training programs have been 
established in conjunction with Jefferson 
Medical College and the Medical School of 
the University of Pennsylvania. After-care 
clinics will follow the released epileptics, and 
travelling community clinics to assist local 
physicians with epileptic treatment problems 


and for screening admissions are already 
being developed. 


DeaTH oF Proressor GAuPP.—Word has 
been received that Dr. Robert Gaupp who re- 
tired some years ago from the chair in psy- 
chiatry in the University of Tiibingen died 
August 30, 1953 at his home in Stuttgart- 
Degerloch. 

Dr. Gaupp, an honorary member of The 
American Psychiatric Association, was Ger- 
many’s senior psychiatrist and one of the 
world’s foremost. Some comments of his on 
psychiatry in Germany appeared in the April 
1952 issue of this JOURNAL. 

A more extended memorial will appear 
later. 


JOURNAL OF ForeNsic MEpICINE.—The 
first number of this new quarterly publica- 
tion has recently appeared. It covers the pe- 
riod July to September 1953. The editor is 
Dr. H. A. Shapiro, whose address is P. O. 
Box 30, Cape Town, South Africa. 

The Journal is intended tc be interna- 
tional in scope and it will cover the whole 
field of forensic medicine. Contributions are 
invited from workers in the field of forensic 
medicine in the various countries. 

In addition to original articles, book re- 
views and medical legal news will be pub- 
lished. Annual subscription is 42s. ; individ- 
ual numbers, 12/6. 


THE AMERICAN ACADEMY OF ForeNsIc 
SciENcES.—The sixth annual meeting of the 
Academy will be held February 25, 26, and 
27, 1954, at the Drake Hotel, Chicago, IIli- 
nois. Titles of all papers to be read must be 
submitted to Dr. Milton Halpern, program 
chairman, 106 E. 85th Street, New York 
City 28, New York, by November 1, 1953. 


First INTER-AMERICAN CONGRESS OF 
PsycHoLocy.—The Inter-American Society 
of Psychology (sIp) has been invited to 
celebrate its first meeting in the oldest uni- 
versity of the Americas, the University of 
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Santo Domingo, December 10-20, 1953. 
Sixty delegates of all American countries, 
among them 15 delegates from the U. S. A. 
and Canada, will be guests at the Hotel Ja- 
ragua in Ciudad Trujillo. 

Five general inter-American round-table 
discussions will be held concerning: (1) 
tasks and limits of psychological disciplines ; 
(2) the professional and legal situation of 
the psychologist; (3) the present state of 
psychology in the various countries of the 
Americas; (4) psychology of culture and 
values; and (5) controversial problems of 
psychology, education, and psychiatry. 

Applications of citizens of the United 
States and Canada for membership in sIp, 
including possible election as delegates, 
should be sent with curriculum vitae in tripli- 
cate to Werner Wolff, vice-president of the 
sIp, Department of Psychology, Bard Col- 
lege, Annandale-on-Hudson, New York. 


REGIONAL RESEARCH (CONFERENCE.— 
One of the 1953 regional research confer- 
ences of The American Psychiatric Associa- 
tion was held at the Menninger Foundation, 
Topeka, Kansas, October 23 and 24, 1953, 
sponsored jointly by the A. P. A., the Men- 
ninger Foundation, and the Kansas Univer- 
sity Medical School. 

The general theme of the conference was 
the treatment of psychiatric patients, with the 
focus partly on the process of treatment, but 
predominantly on methods for determining 
the effectiveness of the various kinds of treat- 
ment. 

Dr. Karl A. Menninger presented the 
opening paper of the program which included 
also papers by Dr. Jules Masserman and Dr. 
James G. Miller of Chicago; Dr. George A. 
Ulett, Washington University; Dr. Abram 
Hoffer, Saskatchewan; and Dr. Louis 
Steiner, Elgin, Illinois. Dr. John Benjamin 
of Denver closed the meeting with a sum- 
mary and critique of the papers and discus- 
sion. 


ANTIVIVISECTION Laws.—The National 
Society for Medical Research draws atten- 
tion to the fact that the world’s only national 
antivivisection law was adopted early in Hit- 
ler’s regime and is still in effect in Germany. 


This law was enacted in 1933 and bears Hit- 
ler’s signature. It bans all use of animals for 
research, teaching, and training purposes in 
medical schools, and, in addition, places sci- 
entific research under stringent political con- 
trol. 

The National Society for Medical Re- 
search notes the grave deterioration of bio- 
logical research in Germany since the enact- 
ment of this law. 


AssociATIoN.—The sev- 
enth general assembly of the World Medical 
Association was held at the Hague during the 
first week of September in 1953. Forty-six 
countries are now represented in W. M. A. 
by their national medical societies, including 
3 admitted this year—Brazil, Indonesia, and 
Liechtenstein. The total membership now 
represented in W. M. A. is about 750,000. 

It is particularly to be noted that each na- 
tional association is represented by 2 dele- 
gates and 2 alternates regardless of the size 
of the association. The American Medical 
Association, with upwards of 150,000 mem- 
bers, is the largest in the world. The Liech- 
tenstein association has 11 members. Each of 
these associations is entitled to 2 delegates to 
W.M.A. 

Professor L. A. Hulst of the University of 
Utrecht, president of the assembly, made it 
clear that the W. M. A. was composed of 
free national societies that guaranteed to each 
of their members independence in his own 
scientific field. 

The 3 official languages so far authorized 
by the W. M. A. are French, English, and 
Spanish. 


BULLETIN OF THE Isaac Ray MEDICAL 
Liprary.—This new bulletin, which is pub- 
lished from Butler Hospital, Providence, 
Rhode Island, and is expected to appear quar- 
terly will have as one of its functions the 
assemblage of material relating to the his- 
tory of psychiatry. Two issues have now ap- 
peared, the first in February 1953 and the 
second for the period April to July, 1953. In 
the second issue is initiated a special feature 
—a “Calendar of Psychiatry.” This will be 
a chronological record of important events 
in psychiatric history that have occurred in 
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whatever year during the months represented 
by the issue of the Bulletin. At the end of 
the year it is proposed to add a cross index 
by subjects and proper names. The calendar 
will be cumulative and presumably after a 
period of years will be separately issued. 
The first instalment of the calendar ranges 
from 1632, with a note on John Locke who 
was born that year, to 1930, when the first 
International Congress of Mental Hygiene 
was held in Washington, D. C. 

Dr. Henry H. Babcock, superintendent 
of Butler Hospital, is the editor, assisted by 
an editorial board recruited from the hospital 
staff and including Dr. Gregory Zilboorg, 
editorial consultant. A one-year subscription 
is $2.50; single issues, 75 cents. 


SrxtH ANNUAL CONFERENCE ON ELEC- 
TRONIC INSTRUMENTATION AND NUCLEON= 
Ics IN MepIcINE.—S. R. Gilford, National 
Bureau of Standards, Washington, D. C., 
conference chairman, announces that this 
year for the first time the Conference on 
Electronic Instrumentation and Nucleonics 
in Medicine will be sponsored by the 3 largest 
professional societies concerned with the elec- 
tronic instrument field. The American Insti- 
tute of Electrical Engineers, the Institute of 
Radio Engineers, and Instrument Society of 
America have jointly assembled a program of 
papers covering some of the recent advances 
in instrument technology intended to facil- 
itate medical and biological research and clin- 
ical application. 

This meeting, to be held at the New 
Yorker Hotel November 19 and 20, 1953, 
will bring together prominent scientists from 
the medical, biological, and engineering fields 
to discuss new instrument developments and 
their application to biological problems. 
There will be morning, afternoon, and even- 
ing sessions on Thursday, and morning and 
afternoon sessions on Friday. 

Although publication of a conference re- 
port is not contemplated, abstracts of the 
papers will be a part of the printed program 
to be distributed at the conference sessions. 


INNOVATION IN Nurses’ TRAINING.—A 
new technique in the training of psychiatric 
nurses in New York state mental hospitals 
has been announced by the Department of 


Mental Hygiene. Sixty-seven freshmen en- 
rolled in Long Island’s state mental hospital 
schools of nursing will spend their first year 
of training at Adelphi College under a coop- 
erative program between the Department and 
the college. 

Students will come to Adelphi College 
from Creedmoor, Central Islip, Kings Park, 
and Pilgrim State Hospitals. After spending 
the freshman year and a summer session in 
Adelphi’s regular 4-year nursing course, stu- 
dent nurses will return to their respective 
hospitals to complete the final 2 years for a 
nursing diploma. Then, if they wish, they 
can return to Adelphi College to take a fourth 
year of academic work for a bachelor of sci- 
ence degree. They will live at the hospitals 
while attending the college. 

Mrs. Agnes Clark, assistant nursing pro- 
fessor at Adelphi, will direct the program 
with the help of the nursing directors of the 
4 Long Island State Hospitals. 


PRIZES FOR DisSERTATIONS ON EPILEPSY. 
—Dr. J. K. Merlis, secretary-treasurer of the 
American League Against Epilepsy, reports 
that the Jerry Price Memorial prizes, with 
a total value of $1,000, were awarded at 
the annual meeting of the League held in 
Boston, August 22, 1953. Essayists were 
medical students. 

Cash prizes went to Dominick P. Purpura, 
Harvard; Arnolé M: Sobel, New York Uni- 
versity; William C. Brown, University of 
Utah; and J. W. A. Terrell, University of 
Texas. Twenty-three other contestants re- 
ceived prizes of books or of subscriptions to 
Epilepsia. 


East Bay PsyYcHIATRIC ASSOCIATION.— 
This society (Oakland, Calif.) announces its ~ 
newly elected officers for the year 1953: Dr. 
Portia Bell Hume of Berkeley, California, 
president ; Dr. Albert Ackerman, president- 
elect, and Dr. Roger Owen, treasurer, both 
of Berkeley; and Dr. Ervin H. Marcus, of 
Oakland, secretary. Elected as councillors 
were Drs. William McGaughey and Bernard 
I. Kahn, of Oakland, and Dr. Franz Wasser- 
man of Walnut Creek, California. 


ACADEMIC ProGRAM IN N. Y. STATE 
ScHoo.ts.—Charles I. McAllister of West 
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Hempstead, Long Island, has been appointed 
supervisor of education, a new position cre- 
ated in the New York State Department of 
Mental Hygiene, effective October 1, 1953, 
following a study of the state schools educa- 
tion system made by the state education de- 
partment. 

Mr. McAllister, who for the past 17 years 
has been connected with the New York City 
Board of Education bureau for menially re- 
tarded children, will direct the further de- 
velopment of the academic program con- 
ducted for children in state schools for 
mental defectives. 


PsYCHIATRIC FOUNDATION IN HAVANA. 
—Announcement has been received of the 
creation of a foundation for the promotion 
of psychiatric services and graduate educa- 
tion in Cuba. A key feature of the founda- 
tion is the National Institute for Observation 
and Diagnosis in Havana, which is intended 
to serve the entire medical profession of 
Cuba. This institute, which is patterned after 
the Mayo Clinic, is reported to be the first 
of its kind in Latin America. It is served 
presently by a staff of more than 8o special- 
ists including many of Cuba’s most distin- 
guished physicians. 


ETIOLOGY 


It must be remembered that cerebral activity may be modified quite as effectually, di- 
rectly and immediately by the evocation of frames of mind, emotions, and thoughts, as by 
diminishing the quantity of blood within the cranium, or by modifying the nutrition of the 
brain. . . . We have, in the direct provocation of certain states of mind, a very powerful 
means of successfully modifying disturbances of the somatic state. Nowhere is it of greater 
importance than in the treatment of insanity, to keep in view the individual; nowhere is 
the constant consciousness more necessary that it is not a disease but an individual patient 
that is the object of our treatment. . . . A penetration into the psychical individuality of 
the patient is here demanded, which is scarcely ever necessary in ordinary medical practice. 

The inquiry into the history of the case ought to embrace the whole of the bodily and 
mental antecedents of the individual. . . . We must faithfully and intelligently comprehend 
the relation of the predispositions . . . the education and governing inclination of the in- 
dividual. . . . Only in this way is an insight into the true history of these diseases possible ; 
only thus can we succeed in grasping at their beginnings those fine threads which have 
ultimately entwined themselves into delirious conceptions; only thus can we . . . recognize 
the far-back commencement of the preparation for the illness. . . . All of this is of the 
highest importance in a system of treatment which gathers from the history of the case 
indications, sometimes for the amelioration of inveterate chronic processes, at other times 
for the removal of certain psychic causes, and which requires a profound knowledge of the 
character of the individual to enable us to employ all his inherent resources in support of 
our treatment. 

WILHELM GRIESINGER (1845). 
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PERSONALITY AND THE FRONTAL Loses. By Asenath 
Petrie. (New York: Blakiston Company, 1952. 
Price: $6.00.) 


This volume is an intensive study of the psy- 
chological effects of several varieties of frontal 
lobe surgery in essentially neurotic patients. The 
operations used were the posterior standard leu- 
cotomy, the bilateral more rostral leucotomy, and 
left and right unilateral rostral leucotomy. The 
posterior standard operation was a closed type, the 
anterior rostral the open. Twenty-seven patients 
were subjected to the standard; 15 received the 
bilateral rostral; and 4 each, the left and right 
rostral operations. 

The clinical results of this work are dealt with 
only parenthetically but are worth quoting. For 
posterior standard operation results were as fol- 
lows: greatly improved, 41%; much improved, 
22% ; improved, 15% ; same, 18%; and worse, 14%. 
The anterior rostral operation showed the following 
results: greatly improved, 0%; much improved, 
41%; improved, 41%; same, 18%; and worse, 0%. 
Those workers who are interested in the possibil- 
ities of leucotomy in the nonpsychotic group will 
be impressed by these results. The improvement 
in many patients from the more rostral operation is 
especially intriguing. 

The psychological studies concern measurement 
of 3 aspects of the personality—intelligence, neu- 
roticism, and degree of introversion or extroversion. 
The tests for neuroticism and introversion-extro- 
version were carefully selected on the basis of their 
central importance in the neurotic personality. A 
large battery of measurements was obtained, and 
the final results in general bore out the author’s 
initial predictions. Briefly summarized, results for 
standard leucotomy indicated that the patient shows 
less neuroticism, a movement toward the extro- 
verted end of the scale, and loss in verbal tests of 
intelligence, incapacity to generalize, inability to 
learn from errors, and loss in visual planning. 
There was also suggestion of greater impulsiveness 
and a changed attitude toward the social environ- 
ment in which there appears to be less identification 
with the niceties of social restraint and less ability 
to use social concepts related to the immediate 
environment. 

Bilateral rostral leucotomy in general produced 
changes less marked than the more posterior opera- 
tion; there was a significant decrease in neuroti- 
cism and a decrease in introversion. The 2 opera- 
tions differed however, fundamentally, in their 
effect on intellectual aspects of the personality. The 
losses present after posterior standard leucotomy 
were absent after anterior rostral leucotomy; in 
fact, there were definite gains in some areas. 

Comparison of right and left rostral operations 
indicate a strong tendency for left leucotomy to 


approximate the pattern of changes noted for the 
bilateral rostral, and this similarity was less pro- 
nounced with the right rostral. The results sug- 
gested therefore that incision on the left was con- 
tributing more than incision on the right to the 
effect of the bilateral leucotomy. This raises the 
interesting question with regard to functions of the 
left as opposed to the right frontal lobe. 

The question of the relative precision of the 
posterior standard (transtemporal) vs. the anterior 
open rostral was attacked by the author by com- 
paring the relative variance in the test changes 
following the 2 types of surgery. Her conclusion 
is quoted: “There is considerable evidence .... 
that the open operation leads to greater precision 
in its effects than the blind operation.” 

With regard to prediction of the outcome from 
leucotomy from preoperative scores, the author has 
this to say: “Thus an individual who, prior to leu- 
cotomy, did not set his goal too high, had a 
smoother curve of concentration, was not too slow, 
and accurate in the test of manual dexterity—in 
comparison with the rest of the patients—was 
likely to be a successful candidate for leucotomy.” 
As regards amount of change on tests after opera- 
tion, in relation to leucotomy, it is noted that “on 
all measures of intelligence our successful patients 
lost least, or even gained, as opposed to our un- 
successful patients.” 

The results of all tests are well summarized and 
integrated and a number of fruitful speculations are 
made as to how these findings bear on our under- 
standing of relief of intractable pain. The author 
believes that after the operation the patient is 
limited in his range of time and is concerned pri- 
marily with the present. Past and future compo- 
nents are cut out. Time passes faster—which may 
contribute to the decrease in preoccupation with the 
total painful situation; the subjects have less vivid 
imagery; distractibility is increased; there is less 
compulsion to endure or to persist in a painful sit- 
uation, less compulsion to “grit their teeth and 
bear it.” 

The author finds that in general after leucotomy 
the patients fit quite well with the hypothesis that 
their conscience is less severe. “We have found, 
for example, a difference in social attitude in the 
keeping of a promise. We have noted that after 
leucotomy social qualities are less frequently men- 
tioned whilst consideration or kindness shown di- 
rect to the patient are more often reported; that 
there is less feeling of personal responsibility; and 
that there is a strong tendency to direct criticism 
outwards. The patient after leucotomy is more 
satisfied with himself, with his capacities, with his 
style of living and style of writing and is less pre- 
occupied with getting things just right; his stand- 
ards have dropped .... it has, however, been 
shown that the loss in social attitudes following on 


395 


a 
L 
a 
} 
4 
at 
: 
7 
> 
A 


396 


BOOK REVIEWS 


[ Nov. 


this operation is relatively small and that the pa- 
tient continues to be able to live fairly adequately 
in society afterwards.” 

A detailed description of tests used is included, 
statistical tables giving the analyses are shown, 2 
sample case histories are appended, and a brief re- 
view of previous investigations using psychological 
techniques is also included in this small, compact, 
interesting, and useful book. 

This study.is undoubtedly one of the best psy- 
chological investigations in the field of frontal leu- 
cotomy. It was a uniquely successful enterprise in- 
sofar as many changes were found that were highly 
significant, and in all the major areas investigated, 
the changes were in the predicted direction. 

Mitton GREENBLATT, M. D., 
Boston Psychopathic Hospital. 


SpeecH TRAINING. By A. Musgrave Horner. (New 
ping Philosophical Library, 1951. Price: 
3-75-) 


The publisher of this book has in recent years 
specialized in importing all kinds of publications by 
British authors and publishers which then appear 
on the American market under his firm’s name. The 
books are rather indiscriminately issued and often 
make one wonder what they have to do with the 
“Philosophical Library.” 

This book is a first-term introduction to the prac- 
tical learning of the English language called “a 
handbook for students.” Since the methods of 
teaching in this country are quite different from 
those in Great Britain this book, while possibly 
interesting to speech teachers for comparative study, 
cannot be recommended for use in American insti- 


tutions. 
Ernest Harms, M.D., 
New York City. 


SociaL Work ANnp Livinc. By Bertha Capen 
Reynolds. (New York: Citadel Press, 1951. 
Price: $2.50.) 


: This book tries to correlate the conflicts of our 
time, as expressed in our society, with the concepts 
of social work. This is expressed by the title of the 
book and also in the selection of problems for dis- 
cussion, as shown in such chapters as “Must it Hurt 
to be Helped?”; “Eligible or Belonging?” ; “Don’t 
You Spoil People?,” etc. 

The book conveys a deep understanding of the 
role of social conflicts as a part of the individual’s 
conflict, and indicates ways of social treatment to 
relieve the pressure on the individual. 

If this book is written for the interested lay 
public, I think it has achieved its very high moral 
purpose, namely, to improve our awareness of indi- 
vidual conflict and the society in which it occurs. If, 
however, it was written for the professional worker, 
I miss a clearer spelling-out of the variety of con- 
flicts and their role in the development and function 
of problems. 

Miss Reynolds’ book is written with warmth, 


understanding, and obviously is based on vast 
experience. 
Peter B. Neusauer, M.D., 
Council Child Development Center, 
New York City. 


Tueory AND Practice or SociaL Cask Worx. By 
Gordon Hamilton. (New York: Columbia Uni- 
versity Press, 1951. Price: $4.00.) 


The first edition of this book was published in 
1940 and made a most important contribution to the 
field. Everyone who knows the problems of social 
work—its need to find its own theoretical frame of 
reference and its need to depend on a number of 
other sciences for help—will appreciate the thor- 
oughness and depth of this book. 

The field of mental health needs delineation of the 
function of the different disciplines, before a truly 
interdisciplinary approach can be achieved. Very 
clearly this book makes this contribution for case 
work, from the first chapter on “Basic Assumptions 
and Methods of Social Case Work” to those chap- 
ters that describe the interviewing process, the use 
of social resources, and the other different aspects 
and functions of case work. Since the number of 
psychiatrists who function as psychiatric consultants 
to social agencies is so great, this book is essential 
for all those who have to understand social work 
before they undertake their consultative role. 

The changes made since the first edition reflect 
the corrections and new findings made in the field of 
mental health since that time. For example, there 
is more ciarification of the differences between treat- 
ment, therapy, and psychoanalysis as a part of ther- 
apy. This book is highly recommended as a basic 
book, such as we have learned to expect from 
Gordon Hamilton. 

Peter B. Neusauer, M. D., 
Council Child Development Center, 
New York, City. 


Erin Psycuoioc Ertest pas KZ (A Psychologist 
Experiences Life in a Concentration Camp). 
Second edition. By Viktor E. Frankl. 
(Vienna: Verlag fiir Jugend und Volk.) 


The author, at present director of the Municipal 
Policlinic for Nervous and Mental Diseases in 
Vienna, gives a vivid and interesting account and a 
psychological analysis of his experiences as a pris- 
oner in some of the worst Nazi concentration camps 
of World War II. Like everyone else he reacted 
to the first impressions and experiences in the 
camp with an “admission shock,” which, however, 
lasted only a few days. The psychological essence 
of this first phase was the feeling that the former 
life was finished and done with. A “phase of 
apathy” followed that lasted the whole duration of 
internment. The author characterizes his phase as a 
“provisional existence without termination.” The 
prisoner loses his individuality ; he becomes reduced 
to an impersonal number without hope, initiative, 
and capacity for sublimation. He gets to a state of 
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the most primitive self-protection. Instructive ex- 
amples are given for these statements. In some 
individuals, however, there occurred ecstatic ex- 
periences of an illusional and hallucinatory nature 
that led to a new and peculiar inner life. There 
were, on the other hand, instances when the usual 
apathy culminated in stupor and complete loss of 
resistance in a psychobiological sense. The author 
tried to do large-scale psychotherapy on his fellow 
prisoners during this stage of apathy and succeeded 
in leading some of them to accept their suffering 
as an inner task and showing them future goals. 
After the liberation, the first reaction of the few 
survivors was a kind of depersonalization and later, 
in many cases, a deep disappointment when they 
learned that their relatives had not survived. 
V. A. Krat, M.D., 
Verdun Protestant Hospital, 
Montreal. 


PERSONALITY AND PROBLEMS OF ADJUSTMENT. Sec- 
ond Edition. By Kimball Young. (New York: 
Appleton-Century-Crofts, 1952. Price: $5.00.) 


This volume originally published in 1940 has been 
thoroughly revised and brought up to date. It is 
organized in two major sections, one concerned with 
the foundations of personality, and the other with 
selected problems of personality adjustment. The 
former section centers upon such problems as con- 
stitutional factors in personality, motivation, learn- 
ing, language, the self, typology, and theories of 
personality. The latter section is devoted to such 
issues as adjustment in childhood, adolescence, 
adulthood, and old age. The setting is in terms of 
child training school, college, marriage, occupation, 
delinquency and crime, and neurotic and psychotic 
manifestations. 

Kimball Young is Professor of Sociology at 
Northwestern University. He turned to sociology 


as his field for teaching, writing, and research after ° 


training anc experience in psychology. In keeping 
with his background in psychology anc sociology 
and in harmony with his organization of the book 
as just indicated, Young holds to a systematic posi- 
tion described in the sociological literature as “in- 
teractional.” Personality is considered “to be fun- 
damentally a social-cultural product, but one which 
is always in a dynamic or moving state of equi- 
librium or disequilibrium with reference to the par- 
ticular group and its culture at a given time and 
place” (p. 287). This position is closest in psychi- 
atric thinking to Harry Stack Sullivan, and to a 
lesser degree to Karen Horney, Erich Fromm, and 
Abram Kardiner. As he himself points out concern- 
ing adherents of the interactionist position, they 
“have not worked out in careful detail either a 
well-rounded theory nor a program of empirical re- 
search to test the mechanisms of social interaction 
and the precise manner in which the individual 
learns his culture” (p. 288). His book epitomizes 
this remark. Well and thoughtfully written, it con- 
tains much valuable information for the student and 
the professional person alike. However, the syste- 
matic position is more often descriptive than ex- 


planatory. Aggression, culture, internalization, and 
the self are other related concepts used most fre- 
quently if the crude measure of frequency of refer- 
ence in the subject index be used as a criterion. It 
may be indicated, in passing, that “anxiety” either 
as a manifestation or as basis for human activity, al- 
though mentioned, receives scant attention. Lest the 
impression be gained that this book is doctrinaire, it 
should be added that the author is quite compre- 
hensive, almost too comprehensive, in presenting a 
temperate, well-rounded account of many of the 
phenomena of culture and personality. Nor does he 
neglect other theories of personality, since they 
are clearly and fairly presented. 

The book is recommefided both as a statement of 
the nature and functioning of the personality in a 
social setting as seen by a prominent sociologist and 
also as an extensive and well-documented source 
of information concerning the various areas of ad- 
justment mentioned earlier as being included within 
its covers. 

Rosert I. Watson, Pu. D., 
Department of Psychology, 
Northwestern University. 


New OvutLook ON MenrtTAL Disgases. By F. A. 
Peckworth. (Baltimore: Williams and Wil- 
kins Company, 1952. Price $12.00.) 


This book was written by an English pathologist. 
Since the author makes no summary statements, the 
reviewer will attempt to give his personal interpre- 
tation of the new outlook. The author thinks that 
central nervous system activities are only indirectly 
related to mental phenomena. “Brain function de- 
pends as much upon the tissues it correlates as upon 
itself.” Stress may be laid on the cardiovascular 
system rather than the nervous system as a basis 
for understanding psychotic processes. The cardio- 
vascular system carries the products that enable the 
body to function. Vasomotion is a word coined to 
describe pattern change of blood fiow in the body. 
For example, the girth of the neck varies with al- 
ternations of manic-depressive insanity, owing to 
vascular fluctuations in thyroid volume. 

With this new outlook disease of any type, in any 
portion of the body, may produce psychiatric illness. 
The book then is made up of chapters dealing with 
neurone metabolism, endocrine secretions, cerebral 
blood supply, anatomy, allergy, pathology, chronic 
focal pathology and other topics. A vast amount of 
material is presented in a scattered way, which 
often gives rise to doubts as to the validity of the 
statements. There are many illustrations, includ- 
ing colored plates. These show gross and micro- 
scopic material that appears to have been gathered 
at random from a pathologist’s collection. 

Apparently the author is especially preoccupied 
with foci of infection as a cause of psychiatric ill- 
ness. There are many photographs of infected nasal 
sinuses. Similarly the teeth are stressed since, with 
pyorrhea, bacteria are forced into the blood stream 
with each meal. The author makes the following 
isolated observation of his own, “In 1925, I collected 
the common carotid arteries of 50 unselected post- 


5 
| 
4a 
\ 
| 
| 
+" 
ae 
, 


398 


BOOK REVIEWS 


[ Nov. 


mortems on mental disorder cases and was able to 
demonstrate atheroma at the junction of the internal 
and external branches in every one of the speci- 
mens.” Certainly this startling finding deserves 
more discussion in the book. By means of injection 
of blood vessels after death the author shows 
changes in the cerebral vascular pattern of psychotic 
patients. The photographs are impressive but so 
few data are presented that the reader cannot evalu- 
ate them. 

Finally, there is a chapter on treatment. In this 
section the one case history is found and, although 
perhaps quoted from another source, it may be re- 
peated here as a model of brevity. “ A woman with 
uterine sepsis received bad news of a relative’s ill- 
ness. She lapsed immediately into stupor. A year 
after this she was diagnosed as a hopeless case of 
presenile dementia. Hysterectomy was performed 
and mental recovery took place immediately.” In 
summary this book deals with the organic factors 
in psychiatric illness. Progress in this field is slow 
since the experimental findings must be checked 
with scientific accuracy. The broad scope of this 
book leads to a diffuse presentation that detracts 
from its value. 

O. R. Lancwortny, M.D., 
Johns Hopkins Hospital. 


ProBLeMs oF CONSCIOUSNESS. Transactions of the 
Third Conference. Edited by H. A. Abramson. 
(New York: Josiah Macy, Jr. Foundation, 
1952. Price: $3.25.) 


This volume is a pleasant sample of the several 
series of Macy Conference reports. Those who 
have enjoyed the opportunity of participating in the 
stimulating but unstructured give-and take-of inter- 
disciplinary discussion must wonder that so much 
coherence emerges in the record while so much 
spontaneity remains. These are good meetings and 
it is well that their influence should spread widely. 

The formal presentations, which usually initiate a 
session, are limited to three. Seymour Kety opened 
the conference with “Consciousness and the Metab- 
olism of the Brain,” including a full summary of 
his own important studies relating oxygen consump- 
tion to state of consciousness in the human subject. 
Lewis Wolberg presented, at the next session, a 
recording of a hypnoanalytic treatment session and 
a movie of a subject in a hypnotically induced con- 
flict, under the title “Hypnotic Phenomena.” Even 
the printed records are impressive and plead yet 
again for more investigation along such promising 
lines. Marcel Monnier, a guest from Switzerland, 
closed the series with a report of “Experimental 
Work on Sleep'and other Variations of Conscious- 
ness,” which summarizes admirably the effects of 
direct electrical stimulation of diencephalic and 
other centers altering consciousness and the elec- 
trical activity of the brain. 

The three widely different approaches, plus the 
multiple-sided discussion of each, supply rich mate- 
rial for the subject of the conference and suggest 
many further experiments. 

R. W. Gerarp, M.D., 
Neuropsychiatric Institute, 
Chicago, Ill. 


Cup PsycHotHerapy. By S. R. Slavson. (New 
Columbia University Press, 1952. Price: 
.50. 


Mr. Slavson has collected in this book his pro- 
lific thinking and wide experience in psychothera- 
peutic work with both children and parents. This 
includes work with individuals and _ groups, 
approached from a psychoanalytic viewpoint. About 
half the book is concerned with background mate- 
rial, including factors involved in personality de- 
velopment and psychopathology. There are also 
considerations of individual, family, and other re- 
lationship patterns and their distortions. 

The most valuable contribution of the book is in 
its detailed consideration of the aims, nature, and 
dynamics of child psychotherapy; the psychother- 
apist’s skills, functions, and makeup; and the plan- 
ning of treatment. It is probably the clearest com- 
prehensive statement on these problems to appear 
in the last 15 years. 

One could wish that in the first part dogmatic 
pronouncements could have been avoided, viz., p.21: 
“If sucking, feeding and evacuation are painful ex- 
periences, or the child is threatened or assailed, 
however slightly, anxiety and the feeling of inferior- 
ity will pursue him throughout his life.” Such 
statements are not consistent with the tone of the 
rest of the work. Also the attempts made by the 
author to clarify the confused state of classification 
of children’s emotional problems seem to lead to 
more confusion. An example is the unhappy wed- 
ding of the classification used at the Jewish Board 
of Guardians in terms of pre-Oedipal and Oedipal 
problems with the questionably useful category of 
primary behavior disorders. 

On the whole there is no question that this is a 
very useful book for both the initiate and supervisor 
in psychotherapy of children, spelling out as it does 
the basic elements involved in the therapeutic aims 
and processes. 

REGINALD S. Lourie, M. D., 
Children’s Hospital, 
Washington, D. C. 


Earuiest Staces OF Detinquency. By H. Edel- 
ston, M.B., D.P.M. (Baltimore: Williams & 
Wilkens, 1952. Price: $2.50.) 


The title of this book is somewhat misleading and 
not quite descriptive of its contents, namely the 
philosophy, structure, and casework of an English 
child guidance clinic. Only by ultimate potential 
would many of the cases cited be classifiable as 
delinquent. 

From the standpoint of American reading the 
book suffers because of certain idiomatic expres- 
sions probably proper in England. The clinic 
structure described appears not to be outstanding 
in any sense. The replica of the form used to obtain 
information relative to school adjustment appears 
unnecessarily primitive. 

The case histories presented, while properly illus- 
trative of the author’s case in question, are poorly 
reported and unnecessarily omit important data 
that could have been included without additional 
expansion. The dynamics involved are nicely im- 
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plied. One can easily accept the treatment patterns 
suggested. One can only admire the author’s warm 
sense of vocation. 

It is presumed that the book is intended for 
multiple-discipline reading. The case types pre- 
sented and the over-all concept of approach should 
be of value to those involved in child placement 
work. 

Gate H. Waker, M.D., 
Polk State School, 
Polk, Pa. 


A PracticaL Guwe For TrouBLep By Lee 
R. Steiner. (New York: Greenberg, 1952. 
Price: $3.50.) 


As a sequel to her book, Where Do People Take 
Their Troubles?, the author has written the present 
volume as a practical guide for troubled people. 
Some of the chapter headings give a clue to the 
coverage: Should you take your troubles to psy- 
chiatry? Who treats psychosomatic disorders? Is 
psychoanalysis the answer? What can psychology 
do? Can social work help? The preacher as coun- 
sellor. Can books cure you? 

The organization of most of the chapters is 
similar. They begin with a short historical resumé 
of the development of the professional discipline 
under discussion. This is followed by case histories 
of individuals who had the misfortune to fall into 
the hands of frauds and charlatans. Then some 
comments are made about what one may expect 
from the various ethical and adequately trained 
practitioners and a statement as to the probable 
cost. 

Unfortunately, much of the tone of the book is 
flippant, superficial, and of a muck-raking char- 
acter. It is doubtful if the book is a practical guide 
for troubled people; they would probably be more 
anxious and confused after its reading than before. 

Paut E. Huston, M. D., 
State University of Iowa. 


EXPERIMENTAL DiacNosis or Drives. By L. Szondi. 
Translated by Gertrude Aull. (New York: 
Grune & Stratton, 1952. Price: $13.50.) 


In 1949, Susan Deri’s publication, The Szondi 
Test, appeared on the psychological scene. Deri, an 
ardent disciple of Szondi, faithfully stated his views, 
then tactfully set his theory aside to develop and de- 
scribe her own rationale of interpretation for the 
test. Since that time, the application of the Szondi 
Test has taken place in an atmosphere of mild in- 
terest dominated by skepticism. 

To Szondi workers in the English-speaking coun- 
tries, the book under review represents the long- 
awaited English translation of Szondi’s original 
theoretical generalizations as well as his description 
of the test. The early chapters present Szondi’s ap- 
proach to depth psychology (which he call “analy- 
sis of vicissitudes”), accounts of Freudian and 
Jungian theories of drive, as well as his own gene 
theory of drive which later forms the basic rationale 
for his test. Briefly, Szondi holds that mental dis- 


orders are of genetic origin, and that an individual’s 
responses to photographs of known psychiatric 
types, in terms of either “liked” or “disliked,” de- 
pends upon the affinity between the gene structure of 
the patient shown in the photograph and that of the 
reacting subject. The remainder of the book con- 
cerns itself with the description and use of the test 
as well as the presentation of clinical case material 
as illustrations. 

Szondi boldly makes a variety of claims for the 
instrument, such as his assertion that “This experi- 
mental device serves to differentiate diagnostically 
between the neuroses, the prepsychotic states and 
the full-blown manifest psychoses” (p. 23). How- 
ever, convincing empirical data to support these 
claims are not included in this volume. 

There are many assumptions inherent in Szondi’s 
theory with little in the way of adequate experi- 
mental evidence to support them. This is not to say 
that the usefulness and validity of the test per se 
necessarily rises or falls with the adequacy of its 
rationale. However, the negative results of research 
to date, both here and abroad, do not add to our 
confidence in its validity. 

Irwin J. Knopf, Ph. D., 
The Psychopathic Hospital, 
State University of Iowa. 


BroapMoor: A History or CrimINAL LUNACY AND 
irs Proptems. By Ralph Partridge. (London: 
Chatto and Windus, 1953. Price: 21s.) 


Broadmoor—the very word, despite its euphony, 
has an ominous sound. It suggests solitude, loneli- 
ness, the ultimate term of dark deeds, Baudelairian 
tragedy. This book, however, is a matter-of-fact 
description of Britain’s first criminal lunatic asylum, 
its history, and operation. It is an account written 
by a layman for the information of <he general 
public, to correct many misconceptions about the 
nature of the place and what goes on inside the 
Wall, and as an antidote to sensational and ir- 
responsible articles that too frequently appear in 
the newspapers. The author concludes that Broad- 
moor is “a place for any nation to be proud of.” 

Broadmoor Institution, as it is now officially 
designated, is nearly a century old. Splendidly situ- 
ated atop a high ridge among the Berkshire hills, it 
received its first mental patients—o95 women trans- 
ferred from other institutions—in May 1863. A few 
months later a parcel of men, many from Bedlam, 
also arrived. By the end of the year Broadmoor 
contained 309 patients. It has a present bed capacity 
up to 1,000, with a staff of about 300. Male patients 
outnumber women by 3 or 4 to 1. Wife and child 
murderers predominate among the men, while among 
the women child murder is the most comon crime. 

Sixty interesting pages are devoted to the history 
of Broadmoor. This is done by dividing the story 
into sections representing the administrations of the 
8 superintendents from 1863 to 1952. While slow, 
steady progress is recorded in organization and im- 
provement of services throughout the years, the 
real modernization of the institution goes to the 
credit of Dr. J. Stanley Hopwood who became 
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superintendent in 1938 and retired in 1952. For 
transforming Broadmoor into an up-to-date hospital 
Dr. Hopwood was awarded a C.B.E. in the New 
Year’s Honour’s of 1951. The patients signified their 
approval of this award at a gathering of inmates and 
staff by lifting the superintendent, seated in his 
chair, and carrying him shoulder-high around the 
hall, singing “For He’s a Jolly Good Fellow.” The 
doctor admitted later to some nervousness during 
this demonstration: “I wasn’t too easy—one of 
those carrying me was an epileptic.” 

It is worth while to mention the high morale of 
the patients when World War II threatened every 
part of the British Isles. In September 1939 no 
preparation had been made for the defense of Broad- 
moor, and to worsen matters, staff losses began at 
once as men were called to service. Patient response 
was immediate. Outside the walls where they had 
never been allowed before they dug manfully in a 
sand pit, going and coming through the main gate 
with no attendant in sight, even Back Block pa- 
tients vigorously taking part in filling sandbags and 
stacking them against ground floor windows of their 
blocks. A patients’ voluntary fire brigade, with 
alarm stations outside as well as inside the walls, 
served loyally throughout the war despite the ob- 
vious opportunities for escape. 

This book touches on all phases of the work at 
Broadmoor and of the legal procedures connected 
therewith. As a matter of policy, and in the interest 
of investigation, every death occurring in the insti- 
tution is followed by an autopsy and a coroner’s in- 
quest. According to the record, mechanical restraint 
has been virtually unknown, with a few exceptions 
in the early days. There have been remarkably few 
escapes from Broadmoor—none, for example, dur- 
ing one superintendency (1895-1910). The timid 
should be assured to note that during the past 70 
years no man considered dangerous has made his 
escape. In fact in the whole history of the institu- 
tion, only one murderer has made a complete 
getaway. 

The book contains much valuable information and 
retails a number of interesting and instructive case 
histories. The style would have been improved if 
the author had not so constantly referred to mental 
patients as “crazy,” “madmen,” and “lunatics.” 

It is generally accepted that an iusane person 
must not be executed. It is of interest therefore that 
in the case of one insane man, who was responsible 
for a particularly vicious murder and was committed 
to Broadmoor, the Lord Chief Justice of England, 
in giving evidence before the Royal Commission on 
Capital Punishment, expressed the opinion that the 
Statute Law and the Common Law should have 
been disregarded and that so vile a person should 
have been hanged. 

This raises the controversial issue of criminal 


responsibility ; and the first 2 chapters in the book 
we are reviewing deal with “legal insanity” and 
“medical insanity” respectively. The author dis- 
cusses briefly the much abused M’Naghten rules 
(he consistently misspells M’Naghten) and records 
the fact that repeated attempts to revise these 
rules or to substitute better ones have failed be- 
cause of the impossibility of defining mental ill- 
ness or insanity. At the same time he echoes the 
stereotyped comment of critics of M’Naghten rules 
that they were set up more than 100 years ago 
and that mental science has made great progress 
since then and that accordingly the rules are not up 
to date. This criticism doesn’t seem very weighty. 
There are many ancient rules that are still quite 
good—some of the Ten Commandments for in- 
stance. And besides, who is to determine what 
is up to date? Moreover there is no agreement 
on a definition of insanity, hardly even on diag- 
nostic categories; and it is necessary to admit 
that psychiatric concepts are in a state of flux and 
show no signs of settling down. As an antidote to 
worry over a definition of insanity we recall the 
statement of Lord Blackburn in the House of Com- 
mons: “I have read every definition which I could 
meet with and never was satisfied with any of them 
and I have endeavored in vain to make one satis- 
factory to myself. I verily believe that it is not in 
human power to do it.” The M’Naghten rules, like 
many another working formula, may not be perfect 
criteria but to date none better has been proposed. 
In their defence, the Lord Chancellor, Viscount 
Haldane, speaking in the House of Lords, said: “I 
have never heard of these rules embarrassing any 
judge who really had a case before him in which 
justice required an acquittal, or preventing him 
from giving such direction to a jury as would enable 
them to apply these rules in cases where they ought 
to be applied.” 

As this book abundantly shows Broadmoor is not 
an altogether unpleasant place in which to live. 
Privileges have been enlarged considerably in re- 
cent years, and comforts too, including many of the 
luxurious devices that seem so indispensable nowa- 
days. The patients have their own theatrical organi- 
zation—they call themselves “The Broadhumoor- 
ists.” Their shows attract an audience from the 
public, near and far. 

In January 1888 a wife murderer escaped and was 
not retaken. In 1896 he gave himself up in New 
Orleans, shipped back to England for reincarcera- 
tion but disappeared at the Liverpool dock. In 1927, 
an old man knocked at the main gate of Broadmoor. 
It was the old runaway. His prayer for readmission 
on the ground that life inside was more comfortable 
than he had found it outside was granted and he 
spent the remainder of his days contentedly behind 
the walls. 

C. B. F. 
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New Membership Directory Now Available 


LIST OF FELLOWS AND MEMBERS 


OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 
1953-1954 


The new APA Membership Directory will be off the press October 1. 
Copies will be sent only on order. The charge is $1.00 a copy for 
Members of The American Psychiatric Association, and $2.00 for 
non-members. Please help facilitate distribution by enclosing pay- 


ment with your order. Use order blank below. 


Gentlemen: I enclose $........ for my copy of the new 1953-1954 APA 


Membership Directory. 


Mail to: 


EXECUTIVE ASSISTANT 

AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE oF THE AMERICAS, Room 310 
New York 20, New York 
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Law's 
Therapy Through Interview 


By STANLEY G. LAW, M.D. 313 pages, 5% x 8. $5.50 
The treatment of common nervous disorders shown in graphic case histories. 


Lemkau's 


Mental Hygiene in Public Health 
By PAUL V. LEMKAU, M.D. 396 pages, 6 x 9, illus. $5.50 
Highlighting the importance of preventive psychiatry for public health. 


Kalkman’s 


Introduction to Psychiatric Nursing 
By MARION E. KALKMAN, R.N. 336 pages, 6 x 9, illus. $4.50 
A lucid approach to psychiatric nursing, what it is, and how it operates. 


Render's 
Nurse-Patient Relationships in Psychiatry 


By HELENA W. RENDER, R.N. 346 pages, 6 x 9, illus. $4.50 
A stimulating manual for the betterment of psychiatric nursing care. 


VanderVeldt & Odenwald’s 


Psychiatry and Catholicism 


By JAMES H. VANDERVELOT, Ph.D., and ROBERT P. ODENWALD, M.D. 433 pages, 6 x 9. 
$5.00 


Dealing with every aspect of modern psychiatry as seen from the approved Catholic 
viewpoint, this book evaluates such topics as depth therapy, nondirective counseling 
techniques, and the value of religion for mental health. 


McGraw-Hill McGRAW-HILL MEDICAL 


Preventive 
— 
Psychiatry 


"RAVER 


rder from 
Order f McGRAW-HILL BOOK COMPANY, INC. 
your favorite 330 West 42nd Street +» New York 36, N.Y 
medical HEALTH EDUCATION DIVISION 
book dealer Please send me the books checked below for 30 days’ examination on approval: 
or write Lemkau Render 
direct to: [) VanderVeldt & Odenwald 
Name 
FpIcCcAL 
Street City 
Cash enclosed (postpaid) 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs: 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
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NORTON “Books that Live” in Psychiatry 


THE COLLECTED PAPERS OF 


Otto Fenichel 


First Series 


Author of The Psychoanalytic Theory of Neurosis 


Collected and edited by DR. HANNA FENICHEL and DR. DAVID RAPAPORT. 
Translations by James and Alix Strachey. The first volume in a series that will 
make available a wealth of material from the life work of one of the most dis- 
tinguished men in the field of psychoanalysis. Otto Fenichel’s significant essays 
explore many subjects that were only touched on in his books. Many, present- 
day classics in their fields, are comprehensive monographs in themselves. Often 
so much is brought to bear on the central topic from so many sources, and then 
related so clearly to the context, that each becomes a reference work for a much 
larger field. This volume contains papers written from 1922 to 1936. $6.50 


Twenty Years of Psychoanalysis 


Edited by FRANZ ALEXANDER, M.D., and HELEN ROSS. Leading psychia- 
trists and social scientists present a stimulating survey of the far-reaching influence 
of psychoanalysis on medicine, education and the social sciences during the past 
two decades. : $3.75 


Human Behavior 
in the Concentration Camp 


By DR. ELIE A COHEN. A Dutch physician who was imprisoned at Auschwitz 
for three years reports objectively on the mentality of the prisoners and their 
Nazi masters. “Moving and at the same time scientifically distinguished.”-— 


Times (London) $5.00 


At all bookstores 
W. W. NORTON AND COMPANY 
101 Fifth Avenue, New York 3, N.Y. 
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DIRECTORY 


of 


PRIVATE MENTAL HOSPITALS, 
SANITARIUMS AND 


SCHOOLS 


‘ 
4 
i 
* 
‘ 
4 
Sy 
XVII 
7 


HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic studies; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 
WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RutH Fox, M.D., Associate Consultant L. CLovis H1RNING, M.D., Associate Consultant 
Attending Psychiatrists: STEPHEN W. KeEMpPSTER, M.D.; MERVYN SCHACHT, M.D. 


Associate Psychiatrists: LEoNARD C. FRANK, M.D.; Sytvia L. Gennis, M.D.; Leonarp GoLp, M.D., 
F.A.P.A.; DANIEL L. GOLDSTEIN, M.D., F.A.P.A.; Simon H. NAaG.Ler, M.D. 

Psychologists: LEATRICE StyrtT SCHACHT, M.A.; ALBERT L. SoBoL, PH.D. 

Consulting Staff: Neurology, KENNETH M. GANG, M.D.; Gynecology, H. HAROLD GiBB, M.D., F.A.C.S.; 


ano: FRANK T. Massucco, M.D., F.A.C. S.; Internal Medicine, NATHANIEL J. ScHWARTz, M.D., 
F.A.C.P.; ARNOLD J. RopMAN, M.D., F.C.C.P.; Dentistry, Irnvinc J. GRALNICK, D.D.S. 


‘CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 

Hydrotherapy « Clinical Laboratory *» EKG and BMR Equipment 
Stereoscopic X-Ray Equipped for Surgery Electroencephalograph 
ALBERT J. CREVELLO, M. D. 

” Diplomate, American Board of Psychiatry and Neurelogy, Inc. 
Tel. 5-6181 Medicel Director 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
. cooperation with family physician. 70 miles from 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King. ek. Director of the Seguin School 
Catherine Allen Bret 
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“Will the patient get the care 


the doctor expects?” 


This is the question that most concerns the doc- 
tor called upon to recommend the right place 
for the patient requiring psychiatric care. Hall- 
Brooke welcomes the doctor who wants to see 
for himself that this hospital believes in active 
treatment rather than mere custody. A _per- 
sonal visit is easily arranged since Hall-Brooke 
is only an hour from New York or Westchester. 


“How good 1s the medical staff?” 


The staff is the measure of the hospital. It 
should have a high professional standing; be 
large enough to provide the 24-hour coverage 
and close individual attention the doctor wants 
for his patient. Hall-Brooke’s staff includes 
Diplomates of the American Board of Psychia- 
try and Neurology; a doctor of internal medi- 
cine, and an associate physician. Consultants in 
most specialties are nearby. Nursing coverage 
is provided by 8 Registered Nurses and 21 
trained attendants. In all, 60 Hall-Brooke 
people care for a maximum of 70 patients. 


“What are the medical facilities?” 


The size of an establishment is important. Hall- 
Brooke is big enough, with separate buildings 
set in 120 acres, to provide proper segregation— 
according to illness, age, and sex—of acute 
psychoses; psychoneurotic and personality dis- 
orders; alcohol and drug addiction; and geri- 
atric patients. Hall-Brooke is licensed by the 
Bureau of Mental Hygiene, Department of 
Health, State of Connecticut. Both analytical 
and dynamically-oriented psychotherapy are 
used; trained teams, working with the latest 
equipment, administer electro-coma and insulin 
treatment—both full shock and sub-coma. 


Hall-Brooke 


GREENS FARMS, Box 31, Connecticut, Westport 2-5105 ° 
Georce K. Pratt, M.D., F.A.P.A., Medical Director 


What the Doctor wants to know 
about a private psychiatric hospital: 


“Is the patient's time 


well-organized?” 


The right kind of care includes keeping the 
patient occupied to the limit of individual 
capability. At Hall-Brooke, planned activity 
supplants guarded idleness. A whole building 
is devoted to occupational therapy including 
modern facilities for work in ceramics, metal- 
work, weaving, leathercraft, painting, sewing, 
and music. The most important equipment is 
the helpful interest of the staff in the individual 
patient. The same spirit shows in the guided 
recreation on the athletic field, tennis court, 
putting green; in the trips to the beach and 
drives through the country; the movie shows 
and theatre parties. 


“What 1s the hospital’s relationship 


with the doctor?” 


Ethical relationships with the referring physi- 
cian are maintained at Hall-Brooke. Progress 
reports on his patient are made weekly or 
oftener. Physician’s privileges are extended. 
As a “therapy hospital,” Hall-Brooke tries to 
help the patient get well, and to restore the 
patient to the care of the referring physician. 


“Ts the establishment well run?” 


The general impression of the doctor visiting 
Hall-Brooke is one of confidence in an estab- 
lishment more than a half century old. In the 
underlying attitude of competence and con- 
sideration visible in the manner of the staff, the 
well-kept grounds, the tasteful and comfortable 
furnishings, the high standards of housekeeping 
and cuisine, the many small amenities of nor- 
mal living. And in the decent, realistic rates 
for the wide variety of accommodations. 


New York: ENterprise 6970 
Mrs. F. Administrator 
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ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and_ recrea- 
tional activities directed by trained 
personnel. 


Owen C. Crark, M.D. 
Medical Director 


CuHarLes H. M.D. 
Grorce H. LowrMan, M.D. 


CATHERINE A. ROSENBERG, R. N. 
Director of Nurses 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Con- 
sultants in all specialties. 


BENJAMIN Simon, M.D. 
Director 


CuHaries E, Wuite, M.D. 
Assistant Director 


Arlington Heights, 
Massachusetts 
ARlington 5-0081 


Francis W. 
Executive Secretary 


cA. private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and 
mental disorders and problems of 


idicti 
P. O. Box 1514 


ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


RICHMOND, VIRGINIA 


Brochure of Views of our 125-Acre Estate 
Sent on Req 


PAUL V. ANDERSON, M.D. 
Staff 
REX BLANKINSHIP, M.D. 
Medical Director 
JOHN R. SAUNDERS, M.D. 
Associate 


THOMAS F. COATES, M.D. 
Associate 


R. H. CRYTZER, Administrator 


Phone 5-3245 
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And, Doctor, when you prescribe Specialized 


Training, may we be of service to you? 


The Brown Schools is composed of seven separate residence centers, ex- 
clusive private schools offering specialized programs of education and 
re-education for children of all ages with educational and emotional 


problems. 


Suburban and ranch locations in ideal year-round climate; our experienced 
resident staff of physicians, psychologists, and psychiatrists provides 
the ultimate in care and understanding of individual cases. Descriptive 


literature mailed on request. 


Address inquiries to: 


MRS. NOVA LEE DEARING, REGISTRAR 


P. O. BOX 4008-D 
AUSTIN, TEXAS 


The Brown Schools 


BERT P. BROWN, PRESIDENT 


: 
Ser 
: 
=. 
XXI 
: 


THE CARROL TURNER . SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 
For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the 
Bristol Highway). 53% acres of wooded land and rolling fields. Equipment new and modern, including the 


latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 
tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 


nel gives individual attention to each patient. 


CHESTNUT LODGE 


MEDICAL DIRECTOR—DeExtTerR M. BuLtarp, M.D. 


CONSULTANT IN PSYCHOTHERAPY CLINICAL DIRECTOR 
FRIEDA FROMM-REICHMANN, M.D. MaRVIN L. ADLAND, M.D. 


CLINICAL ADMINISTRATORS 


GeorGE H. PRESTON, M, D. ROBERT 


CLINICAL 
MarGaret Pu. 


ASSOCIATES 
Donsi_p L. BuRNHAM, M.D. JosEPH W. Coxe, M.D. 
Ceciz C. CULLANDER, M. D. HELENA REINA, M.D. 
Mitton G. HENDLICH, Haro_p F. SEARLES, M. 


W. Gisson, M.D. 


INTERNISTS 
WILLIAM W. WELsH, M. D. 
CoRINNE COOPER, M.D. 


JouHN P. Fort, M.D. 
NorRMAN C. RintTz, M.D. 
D. Mary J. Wuite, M.D 


CLARENCE G. SCHULZ, M. D. 


Ortro A. WILL, M 


CONSULTANT IN GERIATRICS—Epwarp J. Stiecuitz, M. D. 


ROCKVILLE 


MARYLAND 


for emotionally disturbed children .. . 


THE ANN ARBOR SCHOOL 


. . . isa private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 


behavior problems. 


. .. providing intensive individual psychotherapy in a 


residential setting. 
A. H. KAMBLY, M.D. 411 


Director 


FIRST NATIONAL BLDG. 
Ann Arbor, Michigan 
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Wauwatosa, Wisconsin 


(Chicago Office—1509 Marshall Field Annex o4 
28 East Washington St.—Wednesdays, 1-3 P M. 
hene—Central 6-1162) 


Joser A. M. D. 
Wituiam T. Krapwe M. D. 
Lewis Danzicer, M. D. 


James A. Atston, M. D. 


Watpo W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


MMA 


MILWAUKEE SANITARIUM 


Maintaining the highest standards 


since 1884, the Milwaukee Sanitarium 


Carrot, W. Oscoov, M.D. continues to stand for all that is best 


Benjamin A. Ruskin, M. D. in the contemporary care and treat- 


Russet C. Morrison, M. D. ment of nervous disorders. Photo- 


graphs and particulars sent on request. 


For children with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 


The Menninger Foundation 


Intensive individual psychotherapy in a residential schoo! 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director (Topeka, Kansas, Telephone 3-6494 


CHARLES G. KILLINS, M. D.—Medical Director 


Separate buildings for nervous and emotional disorders. 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


FRED. SWARTZ, M.D. MARGARET BIAMA, M.D. WERNER SCHMIDT, M.D. 


Registered with American Medical Association and American Hospital Association. 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


JAMES P. Kine, M. D. 
Director 


JAMES K. Morrow, M. D. DANIEL D. CHILEs, M. D. 
THOMAS E. PAINTER, M.D. Davip M. Wayne, M. D.* 


JAMES L. CHiTWoop, M.D. 
Medical Consultant 


* Director, Bluefield, Va., Office 518 Virginia Street, Phone 4260. 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M. D. Medical Director 


Director 
HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 
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MISS MARY R. CLASS, 


OSCAR ROZETT, M.D., Medical Director 


MR. T. P. PROUT, JR., President 


R.N., Director of Nurses 


FAIR 


OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


Located 20 miles from New 
York Maintaining Homelike, 
Private Surroundings with 
Spacious Grounds. 


The Institutional Atmosphere 


Is Eliminated, Yet AU of 


ELECTRIC SHOCK THERAPY 

INSULIN THERAPY 

PSYCHOTHERAPY 

PHYSIO AND HYDRO 
THERAPY 


the Hospital Facilities Are 
OCCUPATIONAL Available for Treatment and 
THERAPY Management of Problems in 


DIETETICS Neuropsychiatry. 


BASAL METABOLISM 
CLINICAL LABORATORY 


ESTABLISHED 1902 


on 


Established 1901 


225 Sheridan Road 


Modern Methods of Treatment 


Licensed by State of Illinois 


SAMUEL LIEBMAN, M.5&., M.D. 


the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


MODERATE RATES 


North Shore Health Resort 


Fuliy Approved by the 


Medical Director 


American College of Surgeons 


Winnetka 6-0211 
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An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


Twenty minutes from Times Square, Brooklyn and Bronz 


River Crest Sanitarium 


Ditmars Blvd. and 26th Street, Astoria, L. I., New York City 


— 


MES 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 
Landscaped twelve acre park. Thorough study and treatment. All accepted type of 


treatment available with individualized attention to psychotherapy, insulin and elec- 
troshock therapy. Full cooperation with referring physicians. 


JOHN C. KINDRED, M.D. LAYMAN R. HARRISON, M.D. 
Consultant Physician in Charge 


Telephone AStoria 8-0820 
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HIGHLAND HOSPITAL, INC. 


Founded in 1904 


Asheville, North Carolina 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 


for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 


for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 


selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. 


Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 


Diplomate in Neurology and Psychiatry 
Associate Medical Director 


ATTENTION 


Extension of the reduced subscript:on rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 
cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 AVENUE OF THE AMERICAS 
New York 20, New York 


BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 


Located in the hills of Essex County, 
30 miles north of Boston 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcohol- 
ism and drug addiction. 


Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated ; sleep treatment for withdrawal 
of narcotics. 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. Scuiomer, M.D., 
Medical Director 
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INDISPENSABLE 


To every psychiatrist, every psychiatric clinic and every psychiatric 
hospital. 


Patients travel or move to other parts of the United 
States. Patients have relatives and friends in all parts 
of the country who frequently ask to be referred to col- 
leagues or have recommended to them privately practic- 
ing psychiatrists or clinics throughout the United States, 
therefore, it is indispensable that you own a copy of the 


BIOGRAPHICAL DIRECTORY OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION, Price now $10.00 (1950 Edition) 


You can locate in the geographical index the names of 
psychiatrists practicing within a certain area and the 
exhaustive alphabetical section of the Directory gives you 
complete information about more than 4,000 of your col- 
leagues with reference to: 


Training 
Research Activities 

Type of Psychiatric Training 
Affiliation 


“The most frequently consulted book in my office’ Dr. S., 
New York 


‘Indispensable for my referrals’”’ Dr. H., Los Angeles 


“Proves helpful every day in my social service depart- 
ment and saves us many hours of work’”’ F. McT., Head of 
Psychiatric Social Service of Large Mental Hospital, 
New Jersey 


Secure a copy immediately by ordering now as only a 
small stock remains. 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire 

work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 


PSYCHOLOGICAL STAFF 
Myrtle E. Wampler, M..A. 
Frances Wiimeth, M. A. 


‘THE Woops SCHOOLS 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 


é 4 
2 
4 
: 
ber of the group. | | 
Leslie R. Angus, M.D., Director of Psychiatric Services 
and the Child Research Clinic 
Eugene B. Spitz, M. D,, Neuro-Surgery Consultant 
ritz Sterner, \ 
Ralph B. M.A. : 
hy Frank P. Bakes, D., Attending Consultant in Speech sy 
ve Ruth M. Strang, Ph. D., Attending Consultant in Reading 
Edward L, Johnstone, 


Be 


CLINICAL 
STAFF 
MEDICAL STAFF 
OF PENNSYLVANIA 
Robert Devereex, M.D. 
Ruth E. Gufly, M.D. 
Herbert H. Hershovitz, 
Rober? L. Hunt, 
doseph J. Peters, M.D. 
Calvin F. Settiage, M.D. 
Albert S. Tersian; M.D. 
Waiter M. Uhler, 4.0. 
PSYCHOLOGICAL STAFF 
OF PENNSYLVANIA 
Milton Brutten, PLD. 
; 
Michael B. Duna, A.M. 
Robert G. Ferguson, A.M. 
Edward L. French, Ph.D. 
Marguerite B. Horn, A.M. 
John R. Kieiser, Ph. 
Kathryn Kramer 
Mary J. Pawling, A.M. 
Jack Shelley, M.Ed. 


PROFESSIONAL STAFF, 


THE DEVEREUX 
RANCH SCHOOL, | 
CALIFORNIA 


Charies 
Consulting 


Richard H. Lambert, M.D. 
Consulting Poychiatriss — 
Ivan A. MsGu.re, 
Consuliing 


Consulting 


Rodert L. Ph.D. 
Director of the Ranch Schoot 


W. Jefferson, Ph.D. 


Vocational 


Education 


For the Older Boy or Girl 


HE older child who has reached tthe limit 

of his educational potential finds, at 
Devereux Schools, opportunity for realistic 
vocational training and excellent social ad- 
justment. Boys and girls live and work in 
units adapted to their age and level of mental 
development. In the Devereux workshops 
they learn skills suited to their natural abili- 


ties. Living in a guided group, they find the 
social adjustment that helps prepare them for — 


useful community life. 


You may fisve occasion to advise parents 
whose child would benefit from the Devereux 
vocational facilities. The Devereux staff will 
be pleased to study the case carefully and 


_ offer a detailed report on the possbility of 


Please address your inquiries ta: 
Joun M. Barciay, Registrar, Devon, Pa. 


T. Devereux, Director 
J. Scorr, M.D., Executive Director 


SANTA CALIFORNIA DEVON, PENNSYLVANIA 
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